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Ritalin is a mild, safer cortical stimulant which is par- 
ticularly “efficacious in the treatment of mild to moderate 
depressions in neurotic and psychotic patients.” 


When Ritalin was given for 6 months to 127 with- 
hydroch!oride drawn, dull, listless, apathetic, or negativistic institution- 
(methyl-phenidylacetate hydrochloride CIBA) alized patients, 101 showed improvement in behavior and 

manageability. “Many returned to normal eating and 
toilet habits almost simultaneously with evidence of 
mental awakening... .’” 


In depressed states Ritalin provides needed stimulus 

without the wide swings of reaction caused by most stim- 
ulants. Jt rarely causes palpitation, jitteriness, or hyper- 
excitation; has no appreciable effect on blood pressure, 
pulse rate or appetite. 
Dosage: 10 to 20 mg. b.i.d. or t.i.d., adjusted to the individual. 
Supplied: TABLETS, 5 mg. (yellow) and 10 mg. (blue); bottles 
of 100, 500 and 1000. TABLETS, 20 mg. (peach-colored); bottles 
of 100 and 1000. 


References: 1. Noce, R. H., and Williams, D. B.: Personal communica- 
tion. 2. Ferguson, J. T.: Paper presented at American Society for 
Pharmacology and Experimental Therapeutics, Iowa City, Iowa, Sept. 


9, 1955. 
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THIS MONTH'S COVER 


The beauty shop at San Antonio (Texas) State 
Hospital has just completed thirty years of opera- 
tion. It was opened in 1926 by the late Dr. W. J. 
Johnson, who at that time was superintendent of 
the hospital, and was the first beauty shop to be 
put in operation in a mental hospital in this part 
of the country. 

A unique feature is that the shop occupies its 
own building on the hospital grounds, rather 
than being located in one of the main buildings, 
as is usual. In 1952, when an overall renovation 
program was started at the hospital, the beauty 
shop was completely remodeled. It was refurbished 
with paint, drapes, new furnishings and equipment, 
and was air-conditioned. It is one of the most 
modern and cheerful-looking buildings on the 
grounds. 

When the shop was first opened it served both 
patients and employees. A small charge was made 
for services, since there was no appropriation for a 
beauty shop. Two beauty operators took care of 
about 300 patients and employees who availed 
themselves of the services each month. The patients 
who received beauty treatments were those who 
worked in the various hospital industries. 

Today the shop takes care of the beauty needs 
of the women patients without charge. All types 
of beauty treatments are given, including cold 
waves, hair cuts, tints, manicures, shampoos and 
sets. A staff of four licensed cosmetologists, as- 
sisted by eight patients, care for the beauty needs 
of an average of 1500 “customers” each month, 
The patient aides do almost all of the shampooing 
and enjoy helping with as many processes as they 
can, although few of them have had any previous 
training in the work. 

Keeping up a good personal appearance is al- 
ways a problem in a crowded institution, and some 
patients lack the motivation to try to be well- 
groomed. By providing the woman patient with an 
opportunity to get professional beauty care in an 
attractive shop such as she would find in her own 
community, the beauty shop at our hospital has 
long proved itself an unbeatable morale-builder. 


HELEN ANN DINKLAGE, Director 
Rehabilitation Therapies 


Another incentive to good grooming is offered to 
women patients at Metropolitan State Hospital, 
Norwalk, Calif., through a weekly charm class. The 
class is open to all who need attention and advice 
about their appearance, and who are recommended 
by their ward physician. From 45 to 55 women take 
part in this popular activity. The class is taught 
by volunteers, members of a local adult education 
group. It covers fundamentals of speech, posture 
and poise, as well as good taste in make-up and 
dress. A gala annual event is a fashion show in 
which the charm class members and volunteers 
serve as models. 


MARILYN McKEEHAN, Occupational Therapist 
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4 Before injection of Serpasil, patient 
has torn off all her clothes and has 
assumed grotesque posture on hospi- 
tal bed. 
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One day after injection of Serpasil 
Parenteral Solution, patient sits quiet- 
ly in bed, wearing pajamas and drink- 
ing water calmly. 


IN INSTITUTIONAL THERAPY 
AND OFFICE PSYCHIATRY 


Serpasil, a nonhypnotic tranquilizing 
agent, not only produces remissions 
in severe neuropsychiatric states in 
the hospitalized patient, but has also 
been used widely and successfully as 
an adjuvant to psychotherapy in the 
milder, ambulant cases seen in every- 
day practice. 


Supplied: Tablets, 4.0, 2.0, 1.0 and 
0.25 mg. (scored) and 0.1 mg. Elixir, 
containing 1.0 mg. and 0.2 mg. per 4- 
ml. teaspoonful. Parenteral Solution, 
2-ml. ampuls, each mi. containing 2.5 
mg. of Serpasil. 
Serpasil® (reserpine ciBa) 
com 
pete 
+ Di 
Se 
sit 
CH! 


2/ 2155M 


. 
. 
. 
. 
7 
. 
. 
. 
. 
- 
. 
. 
. 
. 
. 
- 
7 
. 
. 
. 
. 
. 
. 
. 

. 

. 

. 
. 

7 
. 
- 

7 
- 
. 
~ 
~ 
. 
. 
> 
. 
7 
- 
7 
. 
7 
. 
. 
o 
- 
. 
. 
. 
. 
. 
* 
- 
. 
a 
- 
- 
. 
. 
. 
. 
. 

~ 

. 
. 
. 
. 

. 
. 
. 
. 
. 
7 
- 
. 
a 
. 
7 
7 
. 
7 
- 
. 
. 
. 
. 
- 
. 
. 
. 
. 
> 
. 
. 
- 
. 
. 
. 
. 
. 
. 
. 
. 
. 
. 
. 
. 
. 





No. I4 in a Series on Mental Hospital Administration 


MEDICO-LEGAL PROBLEMS 


Legal aspects of mental hospital administration, including 
commitment procedures, habeas corpus procedures, required legal 


certification and other pertinent aspects of forensic psychiatry. 


By HENRY A. DAVIDSON, M.D., 7 Assistant Superintendent 
Essex County Overbrook Hospital, Cedar Grove, New Jersey 


tg HOSPITAL OFFICIALS face medico-legal prob- 

lems. Mental hospital administrators, however, 
have more than their share. Here are some of the legal 
land-mines in the pathway of the psychiatric administra- 
tor: (1) Questions of competency to handle business af- 
fairs; (2) Questions of criminal responsibility; (3) Prob- 
lems connected with the release of information; (4) 
Probating of wills made by patients; (5) Commitment 
formalities; (6) Malpractice actions; (7) Problems of 
marriage, divorce and annulment; (8) Appraising the 
reliability of the patient as a witness; (9) Assessing the 
right to vote and (10) Problems connected with guard- 
ianship and custody of the children. 

1. Competency to handle business affairs. In most 
states, the mere fact of commitment does not automatic- 
ally make a patient incompetent.* Unless otherwise 
shown, even a committed patient is presumed to be com- 
petent to buy and sell property, change the beneficiary 
on his insurance policy and otherwise engage in business. 
It is impossible to prove competency. No one, not even 
you or I, can prove that he uniformly exercises good judg- 
ment. Fortunately, however, the criterion is not com- 
petency but incompetency. Competency is assumed. In- 
competency has to be demonstrated. To show incompe- 
tency, the hospital must point out the existence of (a) A 
disorder of thinking; (b) Poor judgment secondary to 
this disorder; and (c) A specific incapacity. There are 


three specific incapacities: (1) That the patient would. 


fall ready prey to designing persons—the “gullibility” 
criterion; or (2) That he would unnecessarily hoard his 
assets to the point where he and his family would be de- 
prived of necessities—the “hoarding” criterion; or (3) 
That he would, as a result of his mental disorder, reck- 
lessly squander his estate—the “squandering” criterion. 
To support a finding of incompetency, the hospital shows 
the mental disorder, the resulting bad judgment, and one 
of three specific incapacities—squandering, hoarding or 
gullibility. 

Competency is a pragmatic concept. A patient may be 
competent to handle a $50 a month pension and incom- 
petent to handle a lump sum of $10,000. A patient may 
+ Dr. Davidson is lecturer on forensic psychiatry at the 

School of Administrative Medicine, Columbia Univer- 

sity, New York, N. Y., and the author of Forensic Psy- 

CHIATRY (New York, Ronald Press). 


be competent to change the beneficiary on his policy 
when his wife dies, naming his only daughter as benc- 
ficiary, and yet be incompetent to negotiate for the sale 
of his house. When an attorney or insurance company 
asks “Is this patient competent?” the administrator has 
a right to ask “Competent to do what?” 

2. Criminal Responsibility. It is the function of the 
courts, not the hospital, to pass on a defendant’s criminal 
responsibility. However, the decision may be influenced 
by the hospital’s report. A report focused on this should 
answer the following questions: (a) The clinical diag- 
nosis; (b) Did the patient know the nature—that is, the 
mechanical attributes—of the act charged? (c) Did he 
know the quality—that is, the wrongfulness or mischief 
of the alleged act? (d) Did he know that the act was 
“wrong”—that is, did he know it is condemned by so- 
ciety? (e) Was he in the grip of some powerful neurotic 
or psychotic impulse—if so what impulse? (f) Was he 
drunk at the time? (g) What is the patient’s intelligence? 
(h) Can he cooperate in his own defense? If not, why 
not? (i) Does he really understand his present predica- 
ment? (j) Was he psychologically capable of forming an 
intent to do the act? (k) Was the act the product of 
mental disorder? 

A report which answers these eleven questions will give 
the courts, the prosecutor and the defense counsel the 
well-rounded picture they need to fit the case into the 
rigid framework of criminal responsibility. In the District 
of Columbia, a defendant is not responsible if his act was 
the product of mental disease or mental defect (the rule 
in Durham’s case). However this is peculiar to the Dis- 
trict of Columbia. Elsewhere, the rule is that the defénd- 
ant is not responsible if he had a mental disorder, 
as a result of which he either did not know (1) the na- 
ture or quality of the act, or (2) that the act was. wrong. 
This is the “rule in McNaughten’s case” and the criterion 
of responsibility in nearly all states of the United States* 
and provinces of Canada. In addition, a few jurisdictions 
will exculpate the defendant if he was in the grip of an 
“irresistible impulse” by which is usually (though not al- 
ways) meant a “psychotic” impulse and not a neurotic 
compulsive reaction.* Voluntarily induced drunkenness 
is no defense of a crime committed while drunk. Charac- 
ter disorders (such as antisocial personality) are not in- 
cluded in the concept of “mental disorder” in applying 
the McNaughten rule. 





A defendant may be sent to the hospital for observa- 
tion if he says he has no memory of the act charged. The 
possible explanations for this amnesia are (1) Dissocia- 
tive reaction; (2) Alcoholism, particularly “pathologic 
intoxication”; (3) Head injury, particularly with retro- 
grade amnesia; (4) Psychotic episode; (5) Epilepsy, par- 
ticularly a psychomotor fugue state; or (6) Malingering. 
When a defendant under study alleges loss of memory of 
the act, it is well to consider each possible explanation. 

3. Release of Information. Sometimes the hospital of- 
ficial is faced with a serious conflict of loyalties; duty to 
patient versus duty to community. A hospital does not 
want to do anything to hurt a patient. Suppose the hospi- 
tal knows that the patient is a drug addict, a homosexual 
or an alcoholic. Release of such information may hurt 
the patient's career or community standing. A patient 
under indictment may plead irresponsibility. The hospi- 
tal finding may be that he is fully responsible. A patient 
may be suing for personal injury. The hospital record 
may show that the disability pre-existed the injury. In 
all these examples, the information will hurt the patient; 
yet the suppression of information might interfere with 
the administration of justice. To protect itself against 
action for libel, defamation, breach of privilege or in- 
vasion of privacy, a hospital may want to suppress in- 
formation. In this situation, the hospital needs the swift 
and crisp advice of its legal officer—usually an Assistant 
Attorney General (for a state hospital) or privately re- 
tained counsel (for a non-public institution) . 

The careful administrator is cautious about releasing 
information, either by phone, mail or across the desk. 
Even the patient’s own consent (usually an adequate 
safeguard in general hospitals) is poor protection here, 
since the patient may be incompetent to give such con- 
sent. The telephone can be a trap, since there is nothing 
stopping any gossipy neighbor from dialing the hospi- 
tal and saying “This is the County Welfare Board; can 
you tell us the diagnosis of Joe Zilch?” And if the doctor 
says “Alcoholism” or “Drug Addiction”, “Syphilis” or 
“Sexual Deviation” there may be a slander action against 
the doctor who answered. The safe rule is to refuse in- 
formation over the phone—putting the data in a letter 
(if the attorney approves this as a policy) directed to the 
official. In emergencies, the hospital can call back the 
agency which allegedly desires the information. 

Trouble may be produced by adhering to “professional 
courtesy.” Should our general medical brethren be given 
full information? This is the ethical thing to do—but the 
doctor’s interest may be adverse to the patient’s. Under- 
going treatment for alcoholism, the patient takes leave 
from his job. The plant physician, on his personal office 
letterhead, writes for a diagnosis. The candid reply 
may cause the patient to lose his job. The hospital at- 
torney should lay down a specific, legally acceptable 
policy about this. 

Some states seal the doctor's lips by a “privileged com- 
munication” law. This may produce the agonizing situa- 
tion where the doctor knows that the patient must not be 
entrusted with something (such as custody of a child, 
driver’s license, pistol permit and so on) yet the doctor 
has to remain mute. In some states the “privilege” rule 
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applies only to witness-stand testimony. In other jurisdic- 
tions it applies to all communications. Swift and clear- 
cut legal advice is needed here. 

4. Wills by patients. A psychotic patient may make a 
valid will. Unless he is hopelessly deteriorated or com- 
pletely immersed in fantasy, the patient who insists on 
doing so should be allowed to make a will, with nurses or 
attendants as witnesses. The doctor should make note of 
the following facts at the time the will is prepared. (a) 
Does the patient know he is making a will? (b) Does he 
know the names and relationships of members of his 
family? Does he know which ones are alive and which 
dead? Does he have any delusions specifically about them? 
(c) Does he know, in general, the nature and extent of 
his property, and does he have delusions about his posses- 
sions? (d) Is he so gullible that he would be easily in- 
fluenced by designing persons? Answers to these four 
questions should be dated and detailed in the patient’s 
record. When the will is probated the courts will thus 
have the information they need to determine its validity. 
The general rule is that a will is invalid if, by reason of 
mental disorder, the patient does not know “the natural 
objects of his bounty” or the nature and extent of his 
property; or does not know that he is making a will*. 

5. Commitment formalities. There is so much state-by- 
state variation in commitment formalities that it is im- 
possible to lay down any general rule. It is best to pre- 
pare a check list for the admitting office. The points to be 
covered in this list are (1) Patient's eligibility in terms 
of residence; (2) Right of the petitioner (applicant) to 
sign application; (3) Eligibility of each signing physi- 
cian; (4) Date of each examination to make sure it is not 
stale; (5) Affidavits, notarial seals, and other formalities 
of the swearing-in process*; (6) Judge’s order if re- 
quired*; (7) Observance of any local law about methods 
of transportation and escorting of patients, particularly 
females; (8) Admission note as to patient’s sobriety, state 
of consciousness and wakefulness and existence of 
bruises; (9) If no judge’s order, compliance with the 
special formalities required* to waive that order; and 
(10) Assurance that the papers display affirmative an- 
swers to such questions as need for hospitalization, exist- 
ence of “insanity” and/or danger to self or others, as re- 
quired by state statute or local practices*. 

Admitting officers should have access to a list like this, 
with the specific legal requirements spelled out. The ad- 
mitting officer should be trained to go over this check- 
list item by item, at each involuntary admission. This is 
one safeguard against being booby-trapped by technically 
defective commitment papers. 


6. Malpractice Actions. Doctors and lay officials of 
public hospitals are not immune to malpractice actions. 
While the government may defend such suits, furnish 
counsel and finance appeals, the government will not pay 
the judgment. The defendant will have to do that per- 
sonally, even if he has to mortgage or sell all his property 
and goods. Hospital staff personnel should carry individ- 
ual malpractice insurance policies. The $50,000/$150,000 
bracket is advisable since malpractice judgments, like 
everything else, have gone up. Such a policy may cost 
$200 or $300 a year, especially if electro-convulsive ther- 
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apy is covered. Peace of mind is a bargain at $4.50 a week. 
Consult an attorney to make sure that the policy covers 
not only simple “malpractice” but also patients’ or fam- 
ily’s claims of defamation, assault, false arrest, kidnap- 
ping, battery, libel and false imprisonment arising out 
of the care of patients. The malpractice hazards peculiar 
to psychiatry include (a) Litigious patients; (b) 
Charges of kidnapping, false arrest or false imprison- 
ment; (c) Problems of consent for special treatment pro- 
cedures and anesthetics; (d) Allegations of brutality 
on the wards; and (e) Suits based on loss of driver's 
license, voting franchise, custody of children, stigma- 
tizing diagnosis or alleged mishandling of patient’s funds. 
These are in addition to the “normal” malpractice 
hazards of any hospital—burns, falls, allegedly incompe- 
tent surgery, carelessness in diagnosis or in nursing pro- 
cedures and so on. Finally there are hazards which 
develop out of the release of the patient—as when a 
patient commits suicide, or assaults someone, or wastes 
his estate while on visit out of the hospital. 

7. Domestic Relations. Mental hospitals become in- 
volved in marriage-and-divorce problems in these ways: 
(a) Demand that a marriage be annulled on the ground 
of fraudulent concealment of prior mental disease; (b) 
Demand that a marriage be annulled on the ground of 
lack of mental capacity to make the marriage contract; 
(c) Suits for divorce against patients, usually on charges 
of cruelty, desertion or adultery; (d) Divorce action by 
patients (their kin) against spouse outside the hospital; 
(e) Problems of child placement. 

It is general public policy not to annul a consummated 
marriage if possible. Most courts will deny an annulment 
based on fraud if the fraud consisted in concealing prior 
mental illness.* The judge’s position usually is that if 
the patient was psychotic, he had neither the insight to 
know that he was psychotic nor the competence to per- 
petrate a wilful fraud. Lack of mental capacity is an- 
other problem. Some courts say that the contract to marry 
is “extremely simple; it does not require a high degree of 
intelligence to comprehend it” (Green v. State, 58 Ala. 
190) . Still it does require that the bride and groom know 
what they are doing. Some of our patients are so detached 
from reality that they are obviously incompetent to com- 
prehend the relationship. If a patient is admitted shortly 
after marriage, the hospital should be prepared to com- 
ment on the person’s ability to comprehend the nature, 
obligations and implications of a marriage relationship. 

In most states and provinces, psychosis is a bar to 
divorce. The vow to take “in sickness and in health” 
includes mental sickness. The psychotic patient cannot, 
as a rule, wilfully desert, commit adultery or practice 
cruelty. He (or, more often, she) cannot knowledgeably 
defend himself in a divorce action against him. So, in 
theory at least, a mental hospital patient is unlikely to 
be sued for divorce. Yet, in practice, it does happen. The 
hospital may be the only agency available to protect the 
patient’s interests under these circumstances. When the 
other spouse’s attorney seeks to serve divorce papers, the 
hospital official should obtain from the appropriate legal 
officer a decision as to whether such papers may be served, 
and how much the Superintendent may tell the process 
server or complainant’s attorney about the patient’s men- 


tal status. Sometimes, in a divorce action, the onset date 
of a psychosis is the major issue. For example, in a deser- 
tion, cruelty or adultery charge six months prior to hos- 
pital admission, was the patient psychotic at that time? 
Can the hospital medical staff answer that question? 

The ward physician should consider the question of 
visiting by children of a divorced patient and also the 
effect on children of placing the patient out on visit. The 
child’s welfare rather than the patient's is the determin- 
ant here. 


8. The patient as a witness. A patient may have to be 
a witness (a) In intra-hospital hearings concerned with 
alleged brutality, theft or accidents on wards; (b) In 
prosecuting his own claims in insurance or personal in- 
jury matters; or (c) As a by-stander witness in any kind 
of civil or criminal action. Criteria of a reliable witness 
are ability (1) To observe intelligently; (2) To remem- 
ber clearly; and (3) To articulate adequately, plus (4) 
Freedom from an emotional drive to suppress or distort 
truth. Hospital officials should be prepared to answer as 
to patient’s status in all four of these particulars. Certain 
psychoses may affect the patient’s capacity as a witness. 
Thus, in paranoid people, interpretation of all events is 
distorted, not just events concerned with patient's de- 
lusions. Among schizophrenics, competency as a witness 
may be contaminated by peculiar schizophrenic word 
usage, by fantasy dwelling or by confusion. The manic 
often makes a favorable impression because of glibness, 
self-confidence and positiveness, but the hospital official 
must point out that the psychosis adversely affects capac- 
ity to interpret events and that the positiveness is often 
unjustified. Among seniles, the peculiar memory defect 
is a menace to testimonial capacity, because testimony 
is more likely to be concerned with recent than with re- 
mote events. Delusions of infidelity, poor orientation and 
ideas of ingratitude also corrupt the senile’s capacity as 
a witness. Mental defectives may be faithful and unimagi- 
native witnesses, but are usually poor observers and are 
awkward in word usage. A drug addict can be an ade- 
quate witness provided he was not acutely under the 
toxic effect of drugs during the event or during testimony 
and provided that the outcome of the trial would not 
affect his drug supply. Chronic alcoholics are unreliable 
witnesses. Neurotics may make dangerous witnesses if 
they are impelled to act out drives (false accusations, par- 
ticularly of sex offenses, are sometimes made by neuro- 
tics) or if subject to dissociative reactions. The “‘psycho- 
path” is a potentially mischievous witness because he may 
be willing to degrade himself in order to get the spotlight, 
and thus drag down others. His self-degradation is taken 
by the unsophisticated juror as evidence of sincerity. Such 
persons sound plausible and the whole concept of “psy- 
chopathy” is difficult for the juror to grasp—particularly 
the subject’s motivation. There is also a problem of “ob- 
jective” evidence for this diagnosis. 

9. Right to Vote. In some states commitment automat- 
ically disfranchises the patient. In any event a psychotic 
patient’s vote is probably going to be challenged. If the 
patient has been formally declared “incompetent” the 
courts will usually deny a ballot. If the patient wants to 
cast an absentee ballot, the hospital physician may not 
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ask his political views. It would usually be unfair to ask 
him to explain the political issues involved in the elec- 
tion, since many voters cannot do this. Obvious delu- 
sions about political matters or public figures might 
seem to disqualify the voter, but many people believe 
that all their political antagonists have delusions. The 
administrator must also consider the practical problem 
of transporting the patient, possibly taking the time of 
attendants or hospital vehicles. The hospital can sim- 
plify its problem by releasing the patient to a responsible 
relative for a one-day pass on election day, leaving to 
the electoral officials the question of a challenge. 

10. Custody and Placement of Children. Sometimes a 
pregnant patient assigns her about-to-be-born baby to 
someone else. A question is then raised as to her com- 
petency. Points to be checked off are whether at the time 
she signed the paper, she was detached from reality, 
drunk, mentally defective, overwhelmed with guilt, tor- 
mented by anxiety, toxic, physically exhausted, delusion- 
ally self-accusatory, hag-ridden by recrimination, or sub- 
ject to tremendous family pressures. In many jurisdic- 
tions these “surrenders” are irrevocable. Indeed, it is 
considered better mental hygiene to make permanent the 
extinction of parental rights. If a mother could reclaim 
the child at any time, there would never be any emo- 
tional stability for an adopted or foster child. There is, 
therefore, great reluctance to cancel a surrender. How- 
ever, if the mother did not know what she was doing 


when she signed away the child, the courts will vacate 
the surrender. This is the test, and the examiner will ad- 
dress himself to the query: Did she know what she was 
doing? Yielding to family pressures does not constitute 
incompetency and will not invalidate a surrender. 

-In developing child placement procedures for psycho- 
tic mothers, hospital officials should be prepared to an- 
swer questions about the prognosis of the illness, the 
chance that the mother will be able to rear it intelligent- 
ly, the likelihood of her being able to leave the hospital, 
and her habits with respect to alcohol, sex behavior and 
drugs. Hospital psychiatrists should not give opinions as 
to the baby’s intelligence, though with defective mothers 
they will be importuned to do so. The prospective adopt- 
ing parents or the child welfare agency would retain their 
own psychologists, pediatricians and psychiatrists for 
this purpose. Although the term “puerperal psychosis” 
is unknown to our nomenclature, the hospital psychia- 
trists should expect to be cross-examined on it. Hospital 
psychiatrists should not be expected to appraise the suit- 
ability of the proposed adopting parents. 

These are the ten major forensic problems facing men- 
tal hospital officials. 


* Because of considerable state-by-state variation, the ad- 
ministrator should ask the hospital’s legal adviser 
about the local application of this practice. 





HAVE A HEART 


SUPPOSE AN EPILEPTIC were to lose control of his 
car and become involved in an accident. There would be 
demand for harsh legislation—such as forever barring 
epileptics from driving licenses. Even if the accident were 
the fault of the other driver, the chances are that the 
public would be aroused against the epileptic. The 
thought of fits and trances arouses a primitive fear in 
most of us. 





By Dr. Whatsisname 


At this point, the psychiatrists in the community—and 
this often means the officials of the state hospitals or 
mental hygiene clinics—have a chance to educate the 
public in a receptive atmosphere. Or they can play it 
safe and just keep quiet, letting the epileptic become the 
victim of even more prejudice. 

A psychiatrist could say: A few epileptics must never be 
allowed to operate a car, for their trances may come on 
abruptly, frequently and without warning. They are 
hazardous drivers. But most epileptics can be made safe 
drivers, either because they get advance warning of their 
spells or because they can control them with special 
drugs. The efficacy of the drug in a particular case can 
be determined, as a rule, either by observation or by a 
brain wave test. A properly controlled epileptic, keeping 
himself under medical supervision, is less of a hazard 
than the diabetic. If you are to bar epileptics from driv- 
ing, then, to be consistent you must bar anyone who ever 
had a heart attack. But, as heart attacks may, without 
warning, strike down you or me at any time, you really 
ought to put anybody with a heart on the forbidden list. 
Sounds silly, but strip away your prejudice and you will 
see that it is no sillier than a sweeping ban on epileptics. 

That’s what a psychiatrist-maybe you—could say if 
the situation arises in your community. Don’t worty 
about being heard. At a point like that, any reputable 
newspaper would be glad to accept and print such an 
explanation. 
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Open House Case Presentations 
Teach Mental Health Concepts 


By NORMAN NIXON, M.D., Director 


The Child Study Center, Institute of the Pennsylvania Hospital, Philadelphia 


N ADDITION to diagnosing and 

treating emotionally maladjusted 
children and their parents, many 
well-established child guidance clinics 
have assumed other responsibilities in 
the field of preventive psychiatry. 

Under the leadership of the Amer- 
ican Association of Psychiatric Clinics 
for Children, rigid standards have 
been established and maintained in 
those children’s clinics approved for 
the training of child psychiatrists, as 
well as psychiatric social workers and 
clinical psychologists. More and more 
clinics are involved in scientific re- 
search studies which are adding to 
our knowledge of normal and devi- 
ated child behavior. 

An equally important responsibility 
of children’s psychiatric clinics is the 
education of the lay public in basic 
mental health concepts, with the focus 
primarily on how maladjustments in 
family life can be prevented. Such 
educational programs vary according 
to the clinic’s location and leadership. 
Most often, particular emphasis is 
placed on the education of parents 
and teachers through single lectures 
or by means of mental health films 
and plays. Recently, newer techniques, 
such as the Child Study Center’s Open 
House Case Presentation, have been 
used effectively. 

The Child Study Center, Institute 
of the Pennsylvania Hospital, is one 
of Philadelphia’s largest child guid- 
ance clinics. Being part of a well- 
established mental hospital has many 
advantages, including a better inte- 
gration of both the training and re- 
search programs, as well as the avail- 
ability of ancillary diagnostic and 
consultative facilities in a large hos- 
pital setting. Another unique advan- 
tage is the Institute’s well equipped 


auditorium which the Child Study 
Center uses regularly for many activi- 
ties in its extensive program of men- 
tal health education. The Open 
House Case Presentation, held 
monthly from October through May, 
is the clinic’s major contribution in 
this area. 

The Open House Case Presentation, 
now in its sixth year, began quite 
modestly in 1950 when many com- 
munity leaders working with children 
and adolescents—chiefly the school 
counselors, principals, physicians and 
nurses who had referred families to 
the Center—were asking if they could 
attend our weekly case seminars. Per- 
mitting these people, important as 
they were, to attend our regular meet- 
ings had proved too burdensome, for 
the staff discussion had to be geared 
to a different level if we were to do 
an effective job both in public rela- 
tions and in mental health education. 
Unquestionably, the presence of these 
guests interfered with the depth of 
the discussion and the value of these 
meetings for our own staff advance- 
ment. So the Open House idea was 
developed initially as a means of 
maintaining our own staff seminars 
on a high professional level. 


Community Leaders Invited 


Community leaders who were work- 
ing with children and adolescents in 
any professional capacity were invited 
to attend one special meeting to be 
held each month in the Institute 
auditorium. At first, announcements 
of these Open House Case Presenta- 
tions were sent to a small list of peo- 
ple, chiefly public and private school 
personnel and pediatricians. The 
meetings were scheduled for the sec- 
ond Friday morning of each month, 


from 10:30 to 12 noon. Initially, the 
audiences were small, with 30 to 40 
being the average. Gradually, we re- 
ceived requests from many others, in- 
cluding workers in professional dis- 
ciplines other than child phychiatry, 
all wanting to receive notices of these 
meetings. From month to month, 
from one year to the next, the audi- 
ences grew until now the auditorium’s 
300 seats are filled, and there are often 
many standees. Our present mailing 
list of 1500 includes pediatricians, 
public health nurses, school personnel, 
probation officers, religious and scout 
leaders, and others working in any 
professional capacity with children 
and adolescents. 

Our present technique of presenta- 
tion has been evolved during the years 
through trial and error. On the stage 
are the members of the presenting 
team—the child’s psychiatrist, the so- 
cial worker, assigned as therapist for 
both parents, and the psychologist 
who tested the child. I usually serve 
as moderator. During the first 45 min- 
utes, the team presents a capsule ver- 
sion of the diagnostic studies, along 
with summaries of the therapeutic 
sessions with each member of the 
family. Timing is of the utmost im- 
portance, for lengthy presentations 
tend to confuse the audience and 
shorten the period for audience par- 
ticipation. The moderator must be 
firm, holding each team member to 
the exact number of minutes allotted 
to him on a previously arranged agen- 
da. After the initial 45 minute presen- 
tation the audience is invited to com- 
ment and to ask questions of the pre- 
senting team, while the other mem- 
bers of the staff on stage join the in- 
formal discussion. During the final 
ten minutes of the hour and a half 








meeting, the moderator summarizes 
the essential points in the case. 


Why have these meetings been so 
successful? What is there about this 
type of presentation that attracts so 
many busy people? I am not sure that 
I can say accurately. Somehow they 
seem to fill a particular need in our 
community. 

Every community has a similar need 
and yet there are few regular pro- 
grams of this type elsewhere. Perhaps 
the investment of time is thought to 
be too great for many clinics and hos- 
pitals, so that a compromise often is 
made by providing speakers indiscrim- 
inately for one-time talks to various 
groups in the community. Or maybe 
this kind of meeting seems too difficult 
to arrange. 


Careful Choice of Cases 


Of course, there are some difficulties 
in any such venture, but not insur- 
mountable ones. Primarily, the staff 
must be trained to use this technique 
effectively. Cases must be chosen care- 
fully, preferably families in which the 
psychodynamics are clear and distinct. 
The simplest kinds of problems often 
provide the best teaching material. 
Yet we often have presented compli- 
cated syndromes and situations too, 
like the autistic or the schizophrenic 
child. All technical terms and psychi- 
atric clichés, which often are only 
short cuts in communication in our 
own thinking, are scrupulously 
avoided. As moderator, I try to think 
in terms of the average person in the 
audience, so that occasionally I will 
interrupt a staff presenter to ask the 
meaning of any word or abstraction 
which seems to be obscure. Even 
though this is annoying, the staff 
quickly learns that a psychiatrist or 
a social worker or a psychologist can 
communicate his thoughts to lay au- 
diences much more effectively if he 
talks simply and clearly, using every- 
day language. 

Many psychiatrists, as well as our 
confreres in the other mental health 
disciplines, are notoriously poor speak- 
ers, for relatively few have had train- 
ing in public speaking. So we have 
a coach! My wife, who is experienced 
in acting as well as in public speak- 
ing techniques, attends the “rehear- 
sal” which we hold several days before 
each Open House. At this time, mem- 
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bers of the staff run through their pre- 
pared material as the moderator holds 
a stop watch and keeps each presenter 
to the number of minutes allotted to 
him. Of course, this requires a great 
deal of preparation beforehand, for 
it isn’t easy to telescope a detailed rec- 
ord covering many sessions with the 
child and his parents into the rela- 
tively short period of 45 minutes— 
and make it seem alive and meaning- 
ful for the audience. The “rehearsal” 
gives the presenting team an oppor- 
tunity to check their material with 
each other so as to avoid duplication 
and to eliminate any identifiable ma- 
terial. 

Even the best case report is apt to 
fall flat unless the speaker is able to 
communicate his thoughts to the au- 
dience, so the coach focuses on sim- 
ple techniques of delivery—such as 
projection of voice to the last row 
in the auditorium (even with micro- 
phones this has been a major prob- 
lem), reading the prepared material 
with meaning behind the words, en- 
couraging changes of tempo and pitch 
for emphasis, and the like. Just the 
presence of a professionally trained 
person at rehearsals has had an al- 
most magical effect on the presenting 
teams, judging from the confidence 
and ease with which most of the staff 
present their material at the Open 
House. 

The following quotations from a 
few of the many letters we have re- 
ceived illustrate the impact which 
these meetings seem to have upon our 
audiences. The guidance director of 
a suburban school wrote: “Each time 
our delegation returns from one of 
your case presentations, we feel for- 
tunate to have this unique opportu- 
nity. We feel we are being helped in 
many ways: how a clinic team ap- 
proaches a problem; seeing the em- 
phasis on the facts; learning how facts 
are related to the problem.” A coun- 
seling teacher said: “Words cannot 
express how greatly I value and ap- 
preciate the monthly Open House 
Case Presentations. I attend as reg- 
ularly as possible and have been 
helped tremendously.” A professor 
of psychology in a local college wrote: 
“I thought it was an excellent con- 
ference for the level of the audience 
at which it was aimed. Particularly 
refreshing was the ability of the par- 


ticipants to communicate without re- 
sorting to many esoteric terms. My 
graduate students enjoyed the Open 
House and found it clear and com- 
prehensible.” 

Dr. J. R. Rees, Director of the 
World Federation for Mental Health, 
commented: “In my opinion, a film of 
your Open House Case Presentation 
would have far more value if you 
could distribute it all over the world, 
than all of the mental health movies 
which have been produced so far in 
America. If others could see and hear 
what I have observed today, this origi- 
nal technique could be used to great 
advantage in furthering the cause of 
mental health everywhere.” 


In our experience at the Child 
Study Center, the Open House Case 
Presentation has been of considerable 
value as our clinic’s major contribu- 
tion to Philadelphia’s mental health 
program. It is difficult to stage, it is 
true, for there are various possible 
pitfalls yet; if done well, the Open 
House can be both exciting and enor- 
mously gratifying to the staff of any 
well organized community mental 
health clinic. 


New Research Report 
Available 


“Application of Basic Science Tech- 
niques to Psychiatric Research” is the 
title of the 6th Research Report, now 
available from the Washington office 
of the A.P.A., through the Publica- 
tions Division of Mental Hospital 
Service. Price is $2.00. 


Subject matter includes the applica- 


tion of neurophysiological, neuro 
pharmacological, biochemical, and 
neuropathological techniques to psy- 
chiatric research; the use of psycho 
analysis as a research tool; and _ psy- 
chological methods intrinsic to psychi- 
atric research. The addresses: “Some 
Sociological Concepts and Methods 
for Psychiatrists,’ by Harold Gar- 
finkel, Ph.D., discussed by Norman 
Reider, M.D., and “The Philosophical 
Point of View,” by Abraham Kaplan, 
Ph.D., are also included. 

The material contained in this re 
port was presented at the Western 
Regional Research Conference, held 
under the joint auspices of the A.P.A., 
and the University of California 
School of Medicine, in January, 1956. 
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News & Notes 


New Procedure 
for Booking Films 


As announced in our November is- 
sue, a handling charge will be made 
for each film borrowed from the Men- 
tal Hospital Service Film Library 
starting on January Ist. The new 
booking forms have already been sent 
to your hospital. 

We regret the necessity for this, but 
because of the enormous increase in 
the number of bookings, our annual 
bill for handling now amounts to well 
over $2,000. This money should be 
spent on buying new titles or replac- 
ing old prints in order to speed up 
the service. 

Because we have so many letters 
from hospitals saying that they can- 
not send cash with their booking re- 
quest, but must be invoiced, we have 
set up a special arrangement for this 
purpose. 

For those who send cash with their 
booking request, the service charge 
will be $1.65. For those who must be 
invoiced, the service charge will be 
$2.40. Both these figures represent the 
actual charge made to us by the 
agency which handles our bookings, 
repairs and replacements. 

Please note that under the new sys- 
tem checks must be made out to The 
Pennsylvania State University. 


January Supplementary 
Mailing 

“Changing Pattern of Mental Hos- 
pital Patients,” a paper delivered by 
Dr. Daniel Blain, Medical Director, 
before the Women’s Auxiliary of the 
American Hospital Association, is be- 
ing sent out as the Supplementary 
Mailing for January. 

This paper is of especial interest to 
hospital administrators tracing as it 
does the historical development of the 
psychiatric hospital as it exists today. 
In projecting future needs and prob- 
abilities, Dr. Blain discusses briefly 
the Day Hospital, the Night Hospital, 
the Branch Hospital, the Half-Way 
House, the Residential Diagnostic and 
Screening Center (for psychiatric pa- 
tents) , the Psychiatric Rehabilitation 
Hospital, the Therapeutic Farm and 
the Geriatric Hospital. Most of these 
facilities are still in the developmen- 
tal or discussion stage in this country. 


Looking for a common denomina- 
tor in the ferment of new ideas for 
dealing with mental illness, Dr. Blain 
believes that it lies in drawing the 
mental hospital from its traditional 
position of isolation into a broader 
network of community services, all 
of which are designed (1) to find an 
alternative to hospitalization; (2) if 
not, to make duration of hospital stay 
as short as possible; and (3) to facili- 
tate discharge and keep the patient 
out through the provision of adequate 
rehabilitation services. 


N.1.M.H. to Give 


Special Project Grants 

Grants for special mental health 
projects to improve methods of care, 
treatment and rehabilitation of the 
mentally ill have been made available 
under a recent amendment to the 
U.S. Public Health Service Act. 

According to the National Institute 
of Mental Health, which is administer- 
ing the grants, the projects may in- 
volve: 

a. Developing improved methods of 
care, treatment and _ rehabilitation. 

b. Testing applicability of methods 


on a hospital and community basis. 
c. Demonstrating the feasibility of, 
and thereby encouraging the adoption 
of new methods. 
d. Developing and establishing im- 
proved administrative techniques and 
practices. 


Grants may be made to state or local 
agencies, both public and private, in- 
stitutions, laboratories, and individ- 
uals. The projects should be so de- 
signed that the findings will be of 
significance to others working in the 
field. They need not be confined to 
hospital studies but may be such ex- 
tramural developments as alternatives 
to hospitalization and after-care pro- 
grams, and may pertain to all age 
groups of the mentally ill and mental- 
ly retarded. 


Grant requests must be submitted 
on special application forms obtain- 
able from the National Institute of 
Mental Health, Bethesda 14, Mary- 
land. Applications received by March 
1, July 1, or November | will be re- 
viewed by the National Advisory 
Mental Health Council in the follow- 
ing June, November or February. | 
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The Hospital Business Manager's Influence 


on State Purchasing Procedures 


By R. BRUCE DUNLAP, Director of Institutional Management 


Pennsylvania Department of Welfare, Harrisburg 


HE BUSINESS MANAGERS and 

stewards of mental hospitals, be- 
ing human, vary widely as to dili- 
gence, understanding of the patients’ 
needs and the will to achieve maxi- 
mum values for dollars spent on sup- 
plies and equipment. The degree to 
which political patronage dominates 
the selection of such individuals and 
the insistence of the medical adminis- 
trator on having highly qualified 
people for such key positions also af- 
fect the procurement policies of indi- 
vidual institutions. 

Indifference or lack of ability in 
a few has been assumed to apply to 
all. Careless, misinformed or dis- 
gruntled individuals are responsible 
for many a false or partially false im- 
pression. Some vendors, not receiv- 
ing awards, make derogatory com- 
ments on the products delivered by 
their successful competitor. 

Can the hospital business managers 
do much about securing high quality 
products? The answer is yes. If “insti- 
tutions take what they can get through 
a Central Procurement Office”—the 
accusation most often uttered—this 
indicates indifference and lack of 
ability on the institutional level, or a 
system of procurement so blindly fol- 
lowed that values received bear little 
relationship to dollars expended. 

The answer is that hospital people 
can do a great deal toward improving 
procurement practices and toward 
securing the best quality of supplies 
and equipment which is currently 
available. Discussions at the Mental 
Hospital Institutes over the past five 
or six years have stressed over and 
over again the importance of all de- 
partments of a mental hospital being 
manned by able, aggressive and dedi- 
cated people. As every administrator 
knows, the business manager must 
support the operation of all other 
departments by trying to supply their 
needs. His procurement program is 
efficient only when the supplies and 
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equipment delivered are satisfactory. 

All members of the hospital staff, 
medical and non-medical, continu- 
ally inform the business manager of 
new drugs, new and better detergents, 
better laundry or dietary equipment, 
greater values in clothing or foot- 
wear, something different and fasci- 
nating in paints, in wall and floor 
surfaces and the rest. The indifferent 
or inept business manager will not 
pay much attention to these sug- 
gestions and requests. But the ma- 
jority, who are eager, able and dili- 
gent, will try out small purchases as 
permitted by fiscal and procurement 
regulations. If results prove the new 
product to be valuable, they can take 
skillful and persistent steps to adjust 
applicable specifications. 


Revisions Encouraged 


This course of action is not only 
expected but promoted in many 
states. A committee on procurement 
which includes institutional repre- 
sentatives may be the means used to 
achieve the goal of buying to meet the 
needs. Or a committee working on 
specifications for a particular type of 
commodity may accomplish similar 
good results. Such specification com- 
mittees may be made up of people 
best informed technically about the 
laundry, dietary, furniture or other 
departmental program stores items. 

There are indeed apt, informed, 
dedicated hospital business managers 
who will not requisition sub-standard 
products, and will not accept them. 
They work closely with the advisory 
groups in the departments of their 
hospital, and seek from others up-to- 
date information on supplies and 
equipment. 

Another complaint frequently 
heard is that state specifications are 
so difficult to change that they seldom 
permit the purchase of up-to-date 
products. It is true that considerable 
time, effort, writing and rewriting are 


required to change specifications, but 
this is not entirely a disadvantage nor 
does it necessarily militate against ob- 
taining up-to-date equipment. Speci- 
fications must be definite and clear; 
they must also be re-examined an- 


‘nually or at least every biennium. 


Certainly they should be kept up-to- 
date to conform with modern indus- 
trial and manufacturing processes and 
formulas. They afford protection 
against vendors who seek special sales 
advantage or favor through a state 
administration. They are valuable in 
establishing the basis of competitive 
bids. Moreover, state specifications 
save each of the many procurement 
officers much time and cost of prepa- 
ration. 

The State routine for approving 
specifications takes many months. 
Business managers worthy of their 
job and title do much to achieve the 
needed changes. Their talent and ex- 
perience are sought for this purpose. 
Sales representatives quickly identify 
the astute business managers who 
wield influence in State procurement 
procedures, and make every effort to 
acquaint these individuals with new 
or improved products. The same ap- 
plies to consultants in central depart- 
ments who exercise supervision over 
hospital practices. 

Yes, institutional and state depart- 
ment consultants and business man- 
agers are interested in knowing of new 
and better products. When assured of 
greater values they can and do help 
adjust, if need be, the procurement 
procedure as required. 

“Strong central control,” uttered 
in ominous tones by business man- 
agers or vendors seems to sound the 
knell of possible improvement in 
quality of supplies. And it will #f 
the hospital business manager lacks 
the knowledge about the needs of his 
institution, and is prepared to relin- 
quish all discretion to the State pur- 
chasing body, without attempting to 
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cooperate and share the work and re- 
sponsibility of developing specifica- 
tions. There is a tendency on the part 
of some State officers to assume arbi- 
trary control of specification formula- 
tion and procurement procedure, at- 
tempting to remove any discretion 


from the hospital staff as to procure- 


ment of their supplies and equipment. 
It has been said that nobody should be- 
have like a new broom until he has 
ceased to be one; the new State pur- 
chasing agent, intent upon establish- 
ing a new record in efficiency, may 
wish to cut short “the time and effort 
needed to become acquainted with 
the needs of his present situation. 
Others, who have a fine record of effi- 
ciency in former positions, may over- 
look the fact that each hospital has 
its own problems. To the extent that 
the institution people allow it, arbi- 
trary decisions can be made which 
may hamper efficient procurement 
procedure or introduce changes which 
later prove ineffective. It behooves 
the hospital business manager to be 
alert to the needs of his institution 
and to be patient and cooperative in 
working with the Central purchasing 
department. 

It is often assumed that central con- 
trol of procurement effects consider- 
able economies. This may or may not 
be true. It will be untrue to the ex- 
tent that the supplies or equipment 
procured are unsatisfactory to the 
consuming hospitals. Centralized pur- 
chasing is so universal that it is some- 
times difficult to develop data from 
institutional purchasing from which 
clear comparisons can be made. The 
stores requirements for a _ hospital 
population of 2,000 or more, not to 
mention supplies and equipment 
needed for personnel, involve whole- 
sale purchases which should attract 
favorable bidding processed for the 
needs of the individual institution. It 
would be interesting if studies could 
be made which would determine fac- 
tually the actual savings inherent in 
centralized State procurement. It 
seems to the writer that procurement 
decisions made far from the consum- 
ing institution, and without consulta- 
tion and cooperation from its business 
manager, are less likely to achieve 
optimum value for money spent than 
if close cooperation is maintained be- 
tween State procurement and consum- 
ing hospitals. 


TV modernizes training 


How Nebraska Psychiatric Institute 
uses closed-circuit TV by GPL 


Camera observes treatment through one- 
way window of treatment room without dis- 
turbing doctor or patient. GPL camera’s high 
sensitivity eliminates need for special lighting. 


Large screen viewing is made possible by 
unique GPL projection system. Clear, larger- 
than-life showings of actual treatments are 
now observed by large classes instead of 


Three screens are monitored to select spe- 
cific treatments for showing to students. Sim- 
plicity of design enables any staff member 
to operate equipment. 


small groups. The bright picture gives front- 
row seats to each of the over 200 psychia- 
trists and students the Institute’s modern 
auditorium can accommodate. 


For further information on GPL 


or name of local GPL representative, write 
General Precision Laboratory Incorporated, 61 Bedford Road, 
Pleasantville, New York 


*GPL’s industrial-institutional TV system 





General Precision Laboratory Incorporated 








Psychiatric Lecture Series 


Held for All Hospital Employees 


By LEWIS L. BARTLETT, R.N., Asst. Chief 
and MARGUERITE M. AURNHAMMER, R.N., Instructor 


Nursing Education Staff 
Veterans Administration Hospital, Brockton, Mass. 


The management and professional 
staff of the Brockton VA Hospital be- 
lieve that all hospital workers can 
contribute towards patient treatment, 
even those whose jobs bring them into 
very little direct contact with patients. 

In order to make the most of this 
potential the management set up an 
instruction course to give employees 
with no previous psychiatric orienta- 
tion a basic understanding of mental 
illness and an awareness of their role 
in the hospital’s treatment program. 

The course is attended by all hos- 
pital employees except physicians, 
social workers, psychologists, nurses 
and aides, who were excepted because 
of their previous education and train- 
ing in psychiatric principles. Mem- 
ber-employees also attend; these are 
discharged patients who are employed 
at the hospital until they are able to 
work in the community. (See MEN- 
TAL HOSPITALS, Sept., 1953.) 

The course was planned jointly by 
the management, the nursing educa- 
tion staff and the personnel division. 
All of the services cooperated in ar- 
ranging work schedules so that their 
employees could attend the lectures. 
The Nursing Education staff was dele- 
gated the responsibility of planning 
the actual content of the course and 
of conducting it. 

The course, which consists of thir- 
teen 75-minute classes, was based on 
the most pertinent portions of the 
Psychiatric Aide training course and 
also on certain concepts which seemed 
to be common among the non-pro- 
fessional workers. 

These were discerned from such 
frequently heard questions as “Are pa- 
tients born crazy?; “Are mentally ill 
people stronger than normal people?, 
“Are the mentally ill oversexed?” and 
such statements as “The patients are 
lazy”; “Patients don’t know what's go- 
ing on around them.” 

The first lecture features a talk by 
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the hospital manager, Dr. Peter Peffer, 
on “Management’s Role in Therapy” 
and a discussion of “Historical Per- 
spectives of Psychiatric Rx” by Dr. 
Aaron Mason, the Director of Pro- 
fessional Services. The ten following 
lectures cover, respectively: Man, a 
Social Being; Psychological Mecha- 
nisms of Adjustment; Introduction to 
Mental Illness; Withdrawn Behavior; 
Suspicious Behavior; Depressed Be- 
havior; Hostile-Aggressive Behavior; 
Integrated Treatment; Sex and the 
Nature of Things; and Relationships. 


Effects of Attitude Stressed 


An attempt was made to structure 
the course in a meaningful way, pro- 
gressing from some basic concepts of 
man, his society and developments, to 
interpersonal relationships and _atti- 
tudes as the basis of milieu therapy 
and teamwork. Each class was one 
hour and fifteen minutes in duration 
and the Nursing Education Instruc- 
tor prepared for a sixty-minute lecture 
to be followed by a fifteen-minute 
discussion period. Questions and dis- 
cussions cover much ground as dem- 
onstrated by the following examples: 
What is the role of engineering per- 
sonnel in the treatment of patients? 
Discussion brought out that not only 
are engineering personnel responsible 
for many of the physical comforts of 
the entire hospital population, but 
that they often are working directly 
with Industrial Therapy patients as- 
signed to engineering. Are they able 
to accept the patient as a person, as 
an individual, or is he “just a pa- 
tient?” Should they be oversolicitous 
and protective or authoritative and 
demanding? An attempt was made to 
demonstrate how the attitude and ap- 
proach of personnel in such a situa- 
tion has a profound effect on a pa- 
tient’s feelings and his ability to relate 
to people. This discussion had wide 
application, since Industrial Therapy 


has approximately 448 patients work- 
ing directly with personnel in all de- 
partments. 

A clerk working in the Finance de- 
partment asked “How can I help pa- 
tients—I never come in contact with 
any of them?” This question was an- 
swered very quickly by one of the 
ward clerks. “You can be sure that 
they get their money on time when 
they are going on pass.” Of course 
this caused laughter in the group, but 
in serious consideration it was pointed 
out to this person, that just as she 
wants her salary on time, the patient 


‘can become frustrated and upset over 


delays in receiving his money. 

When questions were asked directly 
in class and the discussion appeared 
to veer from the subject the instruc- 
tor felt that it was always more mean- 
ingful to the group to continue the 
discussion rather than adhere too 
closely to the outline. Many of the 
classes were so animated that the role 
of instructor changed to that of dis- 
cussion leader. 

At this time five complete series of 
the group of lectures have been con- 
ducted by Nursing Education with a 
total of 539 hospital employees par- 
ticipating. The course will be re- 
peated four times yearly to include 
all new employees. 

A final examination is given at the 
conclusion of each series of lectures. 
A grade of 70% is acceptable and 
qualifies the employee for a Certifi- 
cate of successful completion. The 
examination is composed of true and 
false, matching, completion and es- 
say-type questions, with the last ques- 
tion requesting the employee to evalu- 
ate the course. 

The final graded examination is 
returned to each participant at the 
concluding class and becomes his per- 
sonal property. (New examinations 
are formulated for each lecture se- 
ries.) It is felt that the exam papers 
will find their way into the homes and 
communities of the workers and thus 
be useful in prompting a better un- 
derstanding of mental illness. The 
examination has also proved useful 
in stimulating discussion, and often 
a nurse instructor is stopped in the 
corridor of the hospital weeks later 
to explain his grading of a particular 
question. 

All concerned feel that the course 
has been well worthwhile. 
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INTERSTATE TELECOMMUNICATION 


By CECIL WITTSON, M.D., Director 


and RON DUTTON, A.M.T. Mental Health Educator 


“This is the Nebraska Psychia- 
tric Institute. Will you call 
in please?” 

“Hastings here. We're all set.” 

“This is Lincoln.” 

“Norfolk calling. Reception is 
good.” 

“We're ready at Yankton.” 

“Jamestown reporting.” 

“O.K. at Clarinda.” 

“Thank you. Our speaker to- 
day is Dr. ; a 


Another interstate telecommunica- 
tion meeting has begun, using a spe- 
cial hookup engineered by the North- 
western Bell Telephone Company, a! 
the request of the Nebraska Psychia- 
tric Institute. As with closed-circuit 
television (MENTAL HOSPITALS, 
November, 1956), the Institute is ex- 
perimenting with telecommunication 
to extend its psychiatric teaching pro- 
gram to affiliated hospitals. 

This sound network links the In- 
stitute through double toll-call cir- 
cuits to state hospitals in Hastings, 
Lincoln, and Norfolk, Nebraska; Cla- 
rinda, lowa; Jamestown, North 
Dakota; and Yankton, South Dakota. 
Thus it joins four states which re- 
cently pooled some of their educa- 
tional, training, and research interests 
under the leadership of the Institute, 
assisted by a grant from the National 
Institute of Mental Health. 

The setup operates something like 
a telephone conference call. However. 
it differs in that a microphone, ampli- 
fier, and loudspeaker are installed at 
each participating hospital, and in us- 
ing two, rather than one, long dis- 
tance telephone circuits. (One circuit 
carries sound to each hospital from 
Omaha; the other carries sound back 
to Omaha, where it is switched onto 
sending lines to all the receivers.) 

The program can originate at any 
of the hospitals, and be heard simul- 
taneously at all other points. Further, 
people at any point can interrupt 
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with a question, or participate in dis- 
cussion, and be heard throughout the 
circuit. A single telephone call to the 
telephone company from the Institute 
“activates the circuit.” The caller sim- 
ply notifies the company what time 
the hookup is desired and what hos- 
pitals will participate. (It is not neces- 
sary to have all circuits activated each 
time the network is used. Any number 
of hospitals may receive at any given 
time.) The circuits may be activated 
for a specified length of time or “until 
notified,” in which case another call 
is made to advise the telephone com- 
pany that the telecommunication peri- 
od is ended. 

The fidelity of the sound has been 
most satisfactory, and there are no 
technical complications in operating 
the equipment. 


Uses of Group Telecommunication 


Thus far the network has been used 
mainly to carry the Institute’s visiting 
lecturer series to the associated hos- 
pitals. Normally, there is one such 
guest lecture each week during the 
academic year. Speakers are distin- 
guished in psychiatry or related dis- 
ciplines. 

Visual aids are integrated with these 
lectures whenever possible. A click 
signal by the speaker can indicate that 
slides at each participating hospital 
are to be changed. In a similar fash- 
ion, flannelgraph* displays can be 
built up at each point on cues from 
the speaker. Charts and graphs, flip- 
over cards, and enlarged photographs 
can also be used. 

The network is particularly useful 
in making possible specialized con- 
sultative services, whereby doctors at 


* A method of quickly building up charts 
or pictures. A board is covered with flan- 
nel; cut-out figures or diagrams, made of 
flannel or backed with flannel, can be 
firmly fixed to the flannel-covered board 
by light finger-tip pressure. 


the associated hospitals can consult 
with specialists from the various clin- 
ical departments of the College of 
Medicine. Joint case conferences are 
held in which the staffs of the state 
hospitals participate in the teaching 
conferences of the Institute. A mimeo- 
graphed case summary is distributed 
in advance. In addition, a three-min- 
ute sound movie film of the patient is 
sent to each hospital. 


Cost of the System 


There are two types of charges—a 
fixed monthly rental on equipment at 
each point, and an hourly fee com- 
puted much the same as for toll calls. 
The equipment rental, currently, is 
approximately $35 per month at each 
location. There is a slight variation in 
cost depending on the distance from 
the local telephone company to the 
hospital, since two special circuits 
have to be installed. 

The hourly charge is computed per 
mile per circuit at a rate considerably 
lower than regular long distance 
charges. The network is designed with 
circuits leading from some hospitals 
directly to others, rather than from 
Omaha to each hospital. The design 
covers 466 circuit miles in Nebraska 
(four state hospitals with two circuits 
each) , and with the addition of Cla- 
rinda, Yankton and Jamestown, be- 
comes 1278 circuit miles long. As 
other points are included, the hourly 
charges are computed in a similar 
fashion. The cost of installation is 
more than offset by the savings in 
travel cost and faculty time. 

Telecommunication serves an im- 
portant purpose in integrating distant 
state hospitals with medical teaching 
and research centers. It promises to be 
a valuable and effective tool in the 
regional psychiatric program being 
undertaken by the Nebraska Psychia- 
tric Institute in conjunction with 
North Dakota, South Dakota and 
Iowa. 
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the connection is adjusted by Mrs. Ruth D. 
Shoemaker, R.N., acting Director of Nurs- 
ing. Each time the network goes into opera- a 
tion the local telephone offices complete Sr ee 

the hookup and try out the system before 

the program starts. 
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From the auditorium of Nebraska Psychiatric Institute, Thaddeus P. Krush, M.D.., 
Clinical Director of Community Services at the Institute, begins his lecture, which 
will be heard at six other mental hospitals in four states. In addition to the three 
Nebraska state hospitals pictured, the network carries his talk to Clarinda, lowa; 
Jamestown, North Dakota, and Yankton, South Dakota. In the coming academic 
ear, the telecommunication system will be used to extend the Institute's courses 
or clergy, general practitioners, county welfare workers, and the like. 
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Reporting in from Lincoln State Hospital 
is E A. Coates, M.D., signaling good 
reception at that end. 
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THE PATIENT DAY BY DAY 


“Dream” Production 
Stirs Community Interest 


About 50 patients from Topeka 
State Hospital, Kansas, dreamed 
“Seven Dreams” and translated them 
into a dance review, first for their 
fellow patients at the hospital, and 
later, by request, for patients at the 
other two mental hospitals in the city 
and for the public. 

Originally an occupational therapy 
student project, the creative dance 
class used production of Gordon Jen- 
kins’ recording of his musical play, 
“Seven Dreams”, both for therapy and 
good entertainment. An unexpected 
benefit developed when the general 
public asked that the production be 
presented for them also. The city’s 
morning newspaper printed a write-up 
of the review with a four-column head- 
line. The evening newspaper intro- 
duced a detailed discription of the 
dance with a two-line, two-column 
headline. 

The dance combined well-timed 
pantomime with original choreog- 
raphy directed by three therapists— 
one specializing in music, one in rec- 
reation, and one in occupational 
therapy. 

Success of the production was as- 
sured by help from the community. 
Lighting facilities were furnished by a 
local movie theater, and costumes were 
furnished by the city university, Wash- 
burn. 


LETHA SWANK, 
Director of Public Information 


Ingenuity Creates 
Novel O.T. Projects 


When an occupational therapist 
looks for material which can be sal- 
vaged, what are the usual results? The 
natural conclusion is that he finds old 
rags for rugs, greeting cards for scrap 
books, bottles to be painted for vases 
and other such useful but rather tire- 
some articles. At St. Elizabeths Hospi- 
tal, Washington, D. C., one of our 
Occupation Therapists, Walston L. 
Locke, has found natural resources 
which have provided some worth- 
while and stimulating activities. 

One of his first “finds’’ were banks 
of clay, both terra cotta and gray, near 
a small stream on the hospital res- 
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ervation. With the interested help of 
some of his patients the clay was dug, 
washed in a vat made from a discarded 
paint mixer, and fired to see if it was 
usable. It was found to have a fine 
consistency when fired to cone 05 in 
our gas-fired kiln and could be used 
in all types of ceramic construction. 

Next he tried making glazes. With 
little knowledge of chemistry he read 
extensively on glaze composition and 
decided to try using discarded bottles 
and electric light bulbs, broken win- 
dow panes and other pieces of dis- 
carded glass. These he prepared, add- 
ing flux and other ingredients, and 
pulverized them in a ball mill (the 
base of the ball mill is a discarded sew- 
ing machine). He has prepared and 
fired over thirty different excellent 
glazes from these materials. 

A third project which has value as 
a therapeutic activity has been the 
salvaging of wood from walnut, cedar 
and other trees which have fallen be- 
cause of age’and other conditions on 
the hospital reservation. The patients 
have been much interested in prepar- 
ing the logs, some of which have been 
carved into allegorical and/or human 
forms. Other logs have been made 
into boards, and a huge cross and com- 
munion table for the new chapel have 
been constructed of walnut. Small 
pieces of several kinds of wood have 
been glued together and used as lathe 
turning projects, making bowls, ash 
trays, and lamp bases. 

A fourth interest has resulted in a 
collection of stones of various colors 
and shapes, among them pieces of 
petrified wood and imbedded sea 
shells. A geological interest has been 
stimulated in the patients although 
this project was intended originally 
to produce polished stones which 
could be used in making jewelry. 

This occupational therapist has 
shown initiative and creativeness in 
searching for and using natural mate- 
rials which have been found on the 
hospital reservation. He has strength- 
ened his therapeutic program by pro- 
viding satisfactory outlets for his pa- 
tients’ interest thereby giving them 
feelings of accomplishment, and of 
having a part in worthwhile activities. 


MRS. ARVILLA D. MERRILL 
Chief, Occupational Therapy 


Student Beauticians 
Work With Patients 


Students at a beautician’s school in 
Fergus Falls, Minn., are helping both 
themselves and the patients at Fergus 
Falls State Hospital through their 
volunteer work at the hospital. The 
State Board of Beauty Examiners re- 
cently ruled that the students could 
receive credit for the hours they work 
on the patients provided they are su- 
pervised by their instructors. Many of 
them come from 10:00 in the morn- 
ing to 4:00 in the afternoon, and in 
one day they gave 16 permanents to 
the women in the geriatrics unit. 


ALVINA LUTHER 
Patient Program Supervisor 


Patient Government Helpful 
with Sex Offenders 


A patient government organization 
was started in 1951 at Metropolitan 
State Hospital, Norwalk, Calif., when 
the hospital’s population of sexual 
offenders became so great that only a 
relatively small number could be seen 
in psychotherapy. Since then it has 
served as an integral part of the treat- 
ment of these patients, moving with 
them when they were transferred to 
Atascadero State Hospital (a maxi- 
mum security hospital) in 1954. 


The organization is operated much 
like student bodies in schools, present- 
ing social affairs, helping in the living 
conditions and ward routine, and 
welcoming new patients. A unique 
feature is discussion groups, conducted 
by selected patients, where new pa- 
tients can express their fears and 
anxieties regarding hospitalization. 

Elections every three months allow 
many patients to experience the role 
of authority figures, either on ward 
committees or the seven-man council 
for the entire sexual offender popula- 
tion. 

Patient organizations have been 
started on other wards to help patients 
mature and assume more community 
responsibility. These organizations re- 
quire much encouragement from the 
staff, but the results are considered 
well worth the energy expended. 


TRENT E. BESSENT, Ph. D. 
Chief Psychologist 
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Insulin Patients Enjoy 
Small Group Outings 

An insulin unit provides good op- 
portunity for extending the activities 
of a single group of patients beyond 
the limitations usually in force in a 
large psychiatric institution. The 
number of patients is smaller than on 
the average hospital ward and there 
is a better patient-personnel ratio. 
The insulin unit of the Connecticut 
State Hospital at Middletown has 
taken advantage of these factors to 
stage weekly picnic outings away from 
the hospital. 

All reminders of hospital life are 
eliminated as much as possible on the 
excursions. The patients and person- 
nel dress in casual sports clothes and 
transportation is in private cars lent 
by employees. The trips are to public 
recreation areas, such as state parks 
and beaches, where the hospital group 
enjoys its outing amidst the other peo- 
ple there rather than reserving a spe- 
cial site. This practice assures the 
patients that they are considered trust- 
worthy individuals, and most of them 
seem to respond to the stimulus of 
being part of the general public again. 

Food for the picnics is supplied by 
the hospital kitchens through the oc- 
cupational therapy department. The 
kitchen also lends whatever utensils 
are needed. The food and equipment 
cost for each outing works out to 
about 3514¢ per person. 

The basic menu provided is often 
supplemented by contributions from 
the patients and employees. 

We have found it advisable to have 
a standard permit signed by the res- 
ponsible relative to give us permis- 
sion to have the patient away from 
the hospital grounds in the company 
of authorized personnel. 

The enthusiasm of both patients 
and personnel for the weekly outings 
is demonstrated in several ways. The 
personnel have been most generous 
in giving their time, providing trans- 
portation and donating extra treats. 
The patients, after one or two of the 
trips, became increasingly willing to 
offer suggestions and assistance, and 
they pitch in to do whatever is nec- 
essary to make the outings successful. 

By playing together as well as work- 
ing together, the insulin ward per- 
sonnel have come to know each other 
much better, and the improved rela- 


tionships are reflected in their han- 
dling of patients. 

This plan no doubt could be 
adapted to other small groups, per- 
haps to segments of wards with a cer- 
tain amount of cohesiveness. The 
benefits to the patients far outweigh 
the small cost and effort involved. 

E. S. PATTERSON, M. D. 


‘Aide of the Month” Award 


Stimulates Better Care 

Galesburg (IIl.) State Research Hos- 
pital, at the suggestion of Cornelia 
Knight, R.N., its Director of nursing, 
has instituted a formal program of 
recognizing “Aides-Of-The-Month”. 
This policy has proven highly effective 
in stimulating attendant personnel to 
do a better job through competition 
for this special honor. 


A representative committee of aides, 
supervisors, and professional person- 
nel working in all areas of patient 
care meets each month to consider 
nominees for the award. The aide 
selected is then cited at a general as- 
sembly, receives an engraved certifi- 
cate from Dr. Lester H. Rudy, Hospi- 
tal Superintendent, and the story of 
his or her accomplishments appears 
on the community radio and in the 
daily newspapers. 

The winning aide’s photograph is 
also posted during the month on the 
hospital bulletin board. 

The “Aide-Of-The-Year” is selected 
from this group of monthly award 
winners and is the hospital’s nominee 
for national recognition. 


THOMAS T. TOURLENTES, M.D. 
Assistant Superintendent 


ae 


Patients’ Band “Goes Native" for TV Appearance 

The Western Swing Band of Larned (Kans.) State Hospital made its tele- 
vision debut recently in a Hawaiian program over station KCKT-TV, Great 
Bend, Kansas. In addition to a busy schedule at the hospital, the band has 
gone on tour to play before audiences in many sections of western Kansas. It 
was organized over a year ago by Max Werner, music therapist, who super- 
vises its activities. The band leader is a patient. 

Another feature of the hospital’s music therapy program is the smaller and 
newer “Rock ’n Roll” Band, which also is directed by a patient, with the 
assistance of music director Ray Glover and music therapist Gladys Taylor. 
Its modern dance tunes are featured at the weekly dances for patients. At 
special dances, both the swing band and the Western band play, alternating 
between “rock ’n roll” and square dance music. 

The two bands practice daily, with 25 patients taking part. A friendly 
rivalry has developed between them, and occasionally they have contests, 
with other patients registering their preference for one band or the other. 
Thus far it is a tie. 

J. T. NARAMORE, M.D., Superintendent 
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DEPARTMENTS 


Aides Organize 
Own Journal Club 


A journal club composed entirely 
of psychiatric aides was organized re- 
cently at the Galesburg (Ill.) State 
Research Hospital. The club began 
quite spontaneously as a result of 
the stimulation derived by one of the 
aides, Miss Ethel Enloe, from reading 
Hyde's “Experiencing the Patient's 
Day”. 

The group now meets regularly— 
on its own time—to discuss pertinent 
books and articles on patient care, 
and its membership is growing. 

THOMAS T. TOURLENTES, M.D. 
Assistant Superintendent 


Group and Case Work 
Combined 


An experiment in group social work 
combined with case work has been set 
up at Metropolitan State Hospital, 
Norwalk, Calif., to demonstrate the 
values of combining these two meth- 
ods of social work treatment. Seven 
social work internes from the Univer- 
sity of Southern California School of 
Social Work, three in group work and 
four in case work, will be trained in a 
psychiatric setting under a grant from 
the National Institute of Mental 
Health. Although training in case- 
work was started at the hospital in 
1949 through the aid of N.I.M.H., 
social group work is a new under- 
taking there. 


General Hospital Group 
Meets at State Hospital 


An institute on “The General Hos- 
pital and Psychiatric Care” was held 
in August at the Mississippi State Hos- 
pital at Whitfield. The meeting was 
sponsored jointly by the hospital and 
the Mississippi Hospital Association. 
It was attended by about 75 persons, 
representing nearly all the general 
hospitals in the state and the Veterans 
Administration hospitals. 

The program consisted of nine fif- 
teen-minute sesssions, an hour-long 
round table discussion and a con- 
ducted tour of the hospital. The top- 
ics covered admission policies, gen- 
eral hospital care, care of the drug 
addict and alcoholic, geriatric treat- 
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ment, nursing care, understanding the 
mental patient, and the family situa- 
tion, all led by members of the hos- 
pital staff. In addition, Mr. Robert 
Everett, President of the state mental 
health association, spoke on “Educat- 
ing the General Public” and Miss 
Louise Holmes of the state Division 
of Public Health Nursing, discussed 
“The Mental Patient after Discharge.” 
The aim of the meeting, said Dr. 
W. L. Jaquith, Director of the state 
hospital, was to acquaint the general 
hospital people with methods of psy- 
chiatric care. “Better understanding 
between the mental hospitals and the 
general hospitals goes a long way to 
public education,” Dr. Jaquith stated, 
“and will eventually lead to the open- 
ing of more psychiatric beds in gen- 
eral hospitals. In Mississippi, at the 
present time, only one general hospi- 
tal takes care of psychiatric patients.” 
He noted that the interest aroused by 
the meeting was evident not only in 
the questions asked during the round 
table discussion, but also in requests 
for a similar meeting to cover other 
aspects of psychiatric treatment. 


N. Y. State Creates 
Inter-Agency Health Board 


An Interdepartmental Health Re- 
sources Board was created by the 1956 
Legislature of New York State to 
coordinate inter-agency programs in 
the fields of health, mental health and 
vocational rehabilitation. The board 
includes the commissioners of correc- 
tion, education, health, labor, mental 
hygiene, and social welfare; chairmen 
of the division of parole, the work- 
men’s compensation board, and of the 
joint hospital survey and planning 
commission. The chairman of the 
State Youth Commission has also been 
invited to attend meetings. Dr. Paul 
H. Hoch, Commissioner of Mental 
Hygiene, is chairman of the board. 


Weekly Activities Calendar 
Keeps Staff Informed 


The Galesburg (TIll.) State Research 
Hospital has solved the problem of 
keeping staff informed of professional 
activities by publishing a weekly cal- 
endar of events. The calendar lists 
the officer of the day and carries a 


schedule of each day’s events, starting 
with 8 a.m. ward rounds. It includes 
such activities as staff conferences, 
journal clubs, film showings, depart- 
mental meetings, public tours and 
special therapy sessions. 

Items for inclusion are submitted 
to the Superintendent’s office on 3 x 5 
cards furnished to each department 
for the purpose. The cards have a 
space for all pertinent data: date, 
time, place, frequency and nature of 
activity; participants; sponsoring de- 
partment; comments; and name of in- 
formant. This method simplifies the 
compiling of the schedule. The cal- 
endar is multigraphed and copies dis- 
tributed to all staff members. 

THOMAS T. TOURLENTES, M.D. 
Assistant Superintendent 


Seminar Held for Aides 
on Maximum Security Duty 


Larned (Kans.) State Hospital re- 
cently offered a special course for 
psychiatric aides working on wards 
with mentally ill criminal offenders. 
The course was a seminar-type discus- 
sion of these patients, their problems 
and their management. The aides 
were encouraged to consider the pa- 
tients as mentally ill in the same way 
as other mental hospital patients, and 
to view their offenses against society 
as products of their illness. 

The course was open to aides who 
had had at least three months of basic 
aide training and six months of ex- 
perience. Each participant was re- 
quired to fill out a questionnaire pre- 
pared by the pyschology department to 
explore the aides’ attitudes towards 
their maximum security patients. The 
questionnaire will be repeated later 
and results compared with those of 
the earlier one as a means of measur- 
ing the seminar’s effectiveness. 

This project is part of a larger re- 
search effort which is to include pa- 
tients’ attitudes towards personnel 
and their own hospitalization. The 
ultimate aim is to increase the effec- 
tiveness of aide-patient relationships 
and the treatment program by im- 
proving the selection and training of 
aides. 


J. T. NARAMORE, M.D., Superintendent 
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Clerical Staff Given 
Inservice Training 


A refresher course for clerical work- 
ers has been started at Osawatomie 
(Kans.) State Hospital. The entire 
clerical staff of the hospital meets 
every Wednesday afternoon to view 
films on office procedure which show 
how to speed up routine tasks and 
contrast wrong and right ways of 
doing jobs. Each film showing is fol- 
lowed by discussion of the ideas pre- 
sented. 

The course was organized by the 
chief of the clerical division as a means 
of standardizing and improving the 
hospital’s office practices. 


Illinois Institutions 
Study Methods Improvement 


A four-day conference on “Methods 
Improvement and Work Simplifica- 
tion” was held at Elgin (IIl.) State 
Hospital in November. Fifty repre- 
sentatives of 14 state institutions at- 
tended the course, which was held in 
cooperation with the University of 
Illinois Bureau of Business Manage- 
ment. Both hospital and university 
staffs served as speakers. 

The program topics included “The 
Best Possible Patient Care with Funds 
Available”, “Creative Thinking and 
Problem Solving”, “Introduction to 
Methods Improvement and Problem 
Solving”, “Clothing Management”, 
“Emplovee Suggestion Systems”, and 
a report on a central dictating system 
recently installed at Alton State Hos- 
pital. Other sessions covered such as- 
pects as operations analysis, simplifi- 
cation of paper work, job analysis, 
and “What It Means to Supervise.” 


Social Service Staffs 
Meet to Discuss Activities 


A two-day meeting of the social serv- 
ice staffs of six Kentucky psychiatric 
institutions was held in Lexington re- 
cently. They were from the four state 
mental hospitals, the Lexington VA 
Hospital, and the U.S.P.H.S. Hospi- 
tal (for narcotic addicts) of Lexing- 
ton. The meeting was held to acquaint 
the social workers with each other’s 
job activities, to discuss various prob- 
lems and possible solutions to the 
shortage of social workers. The group 
is considering holding similar meet- 
ings twice a vear. 


ORIENTING THE HOSPITAL VOLUNTEER 


By KATHRYN CARTER 


Coordinator, Volunteer Services 
Metropolitan State Hospital, 
Norwalk, Calif. 


OUR VOLUNTEER PROGRAM 
has been carefully evaluated the past 
year both from the volunteer and hos- 
pital point of view. As a result of this 
evaluation changes have been made in 
the orientation and educational 
courses. 

Most volunteers, even those with 
above-average knowledge of mental 
illness, have considerable anxiety as 
they approach this new experience of 
serving in a mental hospital. There 
are still the old “snake pit” myths to 
be dispelled, worries about their own 
state of mental health and the new 
experience of face to face contact with 
those who are mentally ill. Still they 
are motivated enough to overcome 
personal anxieties sufficiently to give 
their services. 

It is the responsibility of the hos- 
pital to give the volunteers as much 
individual help and as complete an 
orientation as possible, with definite 
attitudes and procedures to use when 
going on the wards. With this in 
mind we have increased our orienta- 
tion to two six-hour sessions with 
talks given by the Superintendent and 
Medical Director, Clinical Director, 
and Psychiatric Nursing Education 
Departments. Also included is a panel 
discussion by the different therapists, 
a film on some phase of mental illness, 
and a tour of the hospital. There is 
also an evening course provided for 
those volunteers who are unable to 
attend during the day. Ample time is 
given during these orientations for 
questions and discussion. Our speak- 
ers all reassure the volunteers that 
being nervous in their first contact 
with patients is a normal reaction and 
that their own common sense and 
social sense is usually reliable enough 
to handle most situations. Mimeo- 
graphed material is given out, hospital 
rules and regulations are clarified. 


Individual Supervision Given 


The volunteers follow the orienta- 
tion course with approximately six 
weeks of individually supervised in- 


service training. They are given op- 
portunities to observe activities being 
conducted by experienced volunteers 
and staff in different areas. They are 
encouraged to ask questions, have 
situations interpreted for them by 
staff members, and to seek help in 
handling any personal problems 
which might arise. Assignments are 
made only when they feel ready, and 
at no time is the volunteer pushed 
into a situation or given an assign- 
ment unless he expresses the wish that 
this is what he wants to do. This is 
the most important time in the vol- 
unteer’s training period. After the in- 
service training, a beginners course 
of twelve lectures is given by a mem- 
ber of the Psychiatric Nursing Educa- 
tion Department. Volunteers are ex- 
pected to complete this course. 


Reference Library Started 


A library for volunteers is being set 
up so they will have material avail- 
able for reference as their interest is 
stimulated by their work. Psychiatric 
vocabulary lists and definitions are 
given out and mimeographed ma- 
terial is excerpted from the “Hand- 
Book for Psychiatric Aides.” The vol- 
unteer must understand that basic 
to all constructive relationships be- 
tween human beings is mutual under- 
standing, and this is especially true 
in dealing with mental patients. It is 
helpful for them to have at least some 
knowledge of the characteristics of 
various mental disorders so they can 
use this knowledge in attempting to 
understand the patients with whom 
they work. 

When this course is completed the 
volunteer is given a regular assign- 
ment. At the end of a year’s service an 
advanced course is offered with at 
least half of the twelve hours set aside 
for questions and discussion. The only 
way for volunteers to work success- 
fully and to their fullest capacity in 
a mental hospital, is to insure them 
of a sound orientation, educational 
opportunities, and good supervision. 
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Book Reviews 


THE EVALUATION OF THERAPEUTIC AGENTS by Stewart Wolf, M.D. Number 
Two in a Series of Monographs published by the A.P.A. Mental Hospi- 


tal Service, 1957, 24 pp., $1.00 


This monograph is the text of the 
Academic Lecture presented at the 
Eighth Mental Hospital Institute in 
Detober 1956. Its author is a Profes- 
sor of Medicine, a physician with a 
special interest in psychosomatic med- 
icine. In presenting the Academic Lec- 
ture, whose full title was “The Scien- 
tific Attitude in the Evaluation of 
Therapeutic Agents with Special Ref- 
erence to the Tranquilizing Drugs,” 
Dr. Wolf spoke not from a prepared 
text but from his slides, which are re- 
produced in the monograph. He de- 
livered his message in a simple, clear 
manner understandable to all of the 
various professional disciplines at- 
tending the meeting. 

Doctor Wolf's major thesis is this: 
Any changes resulting in a patient fol- 
lowing the administration of a spe- 
cific drug are not necessarily due to 
that drug. There is ample experimen- 
tal evidence, which he cites, to illus- 
trate that similar changes may resuli 


from the administration of placebo o: 
other agents. Sometimes drugs pro- 
duce effects opposite to those ex- 
pected. In one instance nausea was 
promptly relieved by giving ipecac. 
Another experiment showed that in- 
tra-staff tensions on a metabolic ex- 
perimental ward produced measur- 
able changes in the metabolism of the 
patients. 

The tranquilizing drugs are riding 
the wave of enthusiasm and the liter- 
ature is replete with glowing reports 
of their favorable effects. Doctor 
Wolf’s lecture tells us plainly that 
until careful studies are conducted 
that will evaluate only the drug effect, 
as by a double-blind method, we real- 
ly do not know what the tranquilizer 
drugs will do. 

This monograph should be read 
and reflected upon by all who are 
working in the psychiatric field. 


LUCY D. OZARIN, M.D. 


PLANNING NEW INSTITUTIONAL FACILITIES FOR LONG-TERM CARE. By Edna E. 
Nicholson. G. P. Putnam’s Sons, New York, 1956, 358 pp., $4.50. 


The author of this book has ren- 
dered a major service to the public 
and to the professions who are con- 
cerned with patients who need long- 
term care. Here, in one book of 350 
pages, is a remarkably complete dis- 
cussion of the background and details 
that are important in planning the 
facilities required for these patients. 

The book is directed toward the 
care of the physically ill but so much 
is basic to the care of any sick person 
that it is equally applicable to the care 
of the mentally ill. 

Planning new facilities first requires 
that information be obtained on the 
people who will need the care and 
what are their particular require- 
ments. It is important to know how 
much patients can do for themselves 
regarding their physical needs and 
how much help they require; whether 
they are ambulant or non-ambulant; 
the extent to which they can cooper- 
ate or communicate their needs. 

The statistics used here are based 
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on a registry of 17,000 persons who 
sought help from the Chicago Insti- 
tute of Medicine of which the author 
is Executive Secretary. It is interest- 
ing to note that of the patients seek- 
ing help, 63% were women and 37% 
men; 67% were over the age of 65 
and 35% to 45% are so confused or 
forgetful that they required constant 
supervision or care. 

The author separates the psychotic 
from the senile or arteriosclerotic 
group. The psychotic patient, in her 
opinion, cannot be treated in a long- 
term care facility but the non-psy- 
chotic elderly person, who with super- 
vision provides no nazard, can be pro- 
vided for. 


The Hospital as a Home 


Miss Nicholson makes a useful dis- 
tinction between a hospital and a 
home. She defines the former as a 
place for diagnosis and treatment 
where the length of stay is limited. 
A home, on the other hand, is a place 


whose primary purpose is to provide 
for the patient a good substitute for 
a home of his own, including the 
security of being able to remain in- 
definitely and to receive such medical 
supervision, nursing care and other 
services as he needs, and as he might 
reasonably expect to receive in his 
own home if he had a good home and 
a family able to care for him there. 

Continuity of care is stressed. A 
sick person is an insecure person and 
every transfer, every change of en- 
vironment, every change of personnel 
is traumatic and calls for readjust- 
ments from already limited resources. 
The significance of this point to men- 
tal hospitals where transfers are so 
numerous cannot be overlooked. 

The author discusses at length the 
advantages and disadvantages of sepa- 
rate institutions for long-term care, 
and it is clear that in her opinion the 
best arrangement is the hospital with 
a separate unit for long-term patients, 
or the nursing home with close con- 
nections to a hospital so that conti- 
nuity of care and ease of transfer are 
possible. All the arguments one hears 
against separate chronic institutions 
for mental patients are apparently 
valid also in the case of physically ill 
long-term patients. 


Early Planning Essential 


Preliminary planning is a long but 
essential step. One can start to build 
only when final decisions have been 
reached on the basic issues, the local 
community need, the patients who 
will be admitted and any restrictions 
on admissions, the size, the legal re- 
quirements, the professional stand- 
ards, and the costs. Then one must 
clearly define the services to be pro- 
vided; the author outlines these by 
department. Sources of information 
are cited and it is recommended that 
visits to similar types of institutions 
be made. 

The second half of the book deals 
with the building, equipment and 
furnishings. Detailed requirements 
for each unit and department are 
given. 

Again several topics have particular 
pertinence to the psychiatric field. 
The author describes what seems to 
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be a popular idea that long-term care 
patients should have peace and quiet, 
the still of the country and beautiful 
vistas. She says, 


“. . . desirable as they may be to the 
person who has too much activity, (this 
setting) can be filled with deadly bore- 
dom when there is nothing else to see 
or hear (all) day.... 


“... (it is important to keep) people in 
need of long-term care as close as pos- 
sible to the center of active living. Even 
though the patient may not be able to 
leave the building, he may find stimu- 
lation, entertainment, and great satis- 
faction in being able to see and hear 
activity.” 3 
(To say nothing of the mainte- 
nance of family ties and visitors.) 
Size of nursing units is also dis- 
cussed. Units of 20 to 30 beds are 
considered the ideal size. Single and 
double bedrooms are preferred and 
where dormitories are used, they 


should be no larger than four beds. 
Living rooms and dining areas 


should be part of every nursing unit. 
The author writes, 


“. .. A dining room is designed to seat 
150 people. An enormous, artistically 
furnished lounge is provided. A single 
large recreation hall is built and fur- 
nished with massive equipment. All 
these are beautiful, and greatly impress 
many owners, .board members, and 
visitors to the institution until they dis- 
cover that the people living there feel 
overpowered and uneasy eating their 
meals in a room with all the cozy home- 
like atmosphere of a hotel lobby. It is 
confusing and tiring to eat in the midst 
of a crowd at best. It is doubly so for 
infirm or chronically ill people whose 
strength already is depleted, many of 
whom have handicaps that interfere 
with their eating and that may be em- 
barrassing to them. The companion- 
ship of a few congenial people at meal- 
time is important. The atmosphere is 
far from homelike, however, when 150 
people eat together, in spite of the im- 
pressive picture it creates for the visi- 
tor. Similarly, the large lounge presents 
a beautiful appearance, but not even 


an active young person would find it 
homelike and restful. The big, beau- 
tifully equipped recreational hall is 
likely to receive little use: the elderly 
gentlemen prefer to smoke their pipes 
and read their newspapers in some out- 
of-the-way corner in the furnace room, 
and the old ladies stay in their own 
rooms, where they feel more secure 
away from the overpowering effect that 
almost inevitably is created by a very 


large room.” 


The book is a gold mine of infor- 
mation and provocative of thought. 
Anyone concerned with the planning 
of new or additional physical facilities 
for long-term patients can read it with 
profit. Anyone who is responsible for 
the care of long-term patients will find 
here readily applicable ideas that will 
make his institution a better place to 
live or work in. In addition, the book 
is very readable, with short sub-chap- 
ter headings, concise and succinct. 

This is a most valuable book. 


LUCY D. OZARIN, M.D. 
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The Eyes and Ears of the Aide 


The Use of Participant-Observation Study in the 


Teaching of Psychiatric Aides 


By MARJORIE M. HOWARD, R.N. Asst. Chief, Nursing Education 


N JANUARY, 1955 the American 

Nurses’ Association Board of Di- 
rectors approved a Statement of Func- 
tions of the non-professional worker 
in psychiatric nursing, which included 
“participating in the provision of a 
healthy emotional environment” and 
“observing, reporting and recording 
of symptoms, reactions and changes in 
the patient”. The approaches taken 
by individual hospitals to implement 
these functions have been widely 
varied, since the psychiatric aide car- 
ries out so many functions which 
parallel and overlap those assumed 
by the professional nurse. Today pre- 
service instruction, on-the-job train- 
ing, and advanced courses of study 
for the aide seem to be more care- 
fully geared to preparing him for ef- 
fective functioning in human rela- 
tions than heretofore. Didactic in- 
struction in the technical skills and in 
theories of behavior motivation, 
though vitally necessary, should in 
no instance consume the major por- 
tion of hours allotted for teaching 
and supervised practice of the indi- 
vidual whom we expect to cope daily 
with emotional outbursts or apathetic 
indifference in the patient. ' 

During the early weeks of the aide’s 
schooling in our hospital, the tech- 
niques of observation and reporting 
are given precedence over some of the 
other skills. Attempts are made to de- 
velop simultaneously an appreciation 
for skillful observation and an accep- 
tance of the patient’s behavior as 
symptomatic regardless of how dis- 
turbed, aggressive, or bizarre it may 
be. The day of the “watch bird” is 
over. Real observation of patient 
behavior consists of many skills, which 
can be developed through persistent 
and guided practice. If psychiatric 
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aides do not actually record behavior 
notes for the clinical record, it is nec- 
essary to spend many hours with the 
student in assisting him toward accur- 
ate, concise, immediate, and objective 
reporting to the professional nurse. 
Through the years many careless hab- 
its in reporting have been developed 
by aides in mental hospitals. The 
policy of reporting exactly what the 
patient says and what the patient 
does is perhaps the only way in which 
unbiased reporting on patient behav- 
ior can be accomplished. But for the’ 
nurse and aide to work together har- 
moniously and effectively, it is essen- 
ial that orientation to the hospital’s 
philosophy of patient care be the 
same for both. 


. 


Objective Reporting Needed 


Vague writing reflects vague think- 
ing, one thinks, when behavior notes 
show such remarks as: “Patient is co- 
operative”, or “Patient is uncoopera- 
tive”. What do these particular words 
mean to the user? Does “cooperative” 
mean the patient is more helpful, 
more amicable, more comfortable, 
more acquiescent, more wieldy, more 
manageable than usual? Or does it 
merely mean that the patient is doing 
exactly what the ward personnel want 
him to do? 


The preceding discussion empha- 
sizes the need for giving greater pri- 
ority to the teaching of objectivity in 
observation and reporting. In teach- 
ing programs which are being con- 
ducted for aides and nurses at this 
hospital both components of the 
nursing service learn that, in psychi-) 
atric nursing, interaction with pa-\ 
tients is an interplay of dynamic per; 
sonalities which constantly act and 
react to each other’s questions, excla- 


mations, answers, casual remarks, to 
each other’s gestures, facial express- 
ions, manners, and even dress. It is 
sometimes difficult for the aide to 
grasp the concept that interaction is 
taking place even when the verbal 
process is not in operation. Some- 
how, the new aide always seems to 
feel he must be saying something to 
the patient. He is able to discuss 
with the instructor, after a time, the 
feelings of uneasiness, of inadequacy 
he experiences with the extremely 
verbose as well as the mute patient. 

Recognition of these feelings is one 
of the most vital steps the student 
aide takes toward clarification of his 
relationship to the patient and to the 
ward personnel. The aide’s instruc 
tor, and often his head nurse, -must 
be available to assist him toward ac- 
ceptance of the fact that he is not un- 
usual just decause all of his feelings 
toward the patients are not kindly. 
When he recognizes the fact that he 
does feel hostility in some of his re- 
lationships, then he becomes eager to 
learn more about his own motivations 
and is soon able to move into another 
area where he can immediately rec- 
ognize situations which call for exer- 
cise of stronger self-control on his 
part. 


Written Record Clarifies Feelings 


A teaching device which has come 
into use in nursing circles within the 
past ten years is a written record of 
exactly what goes on between the aide 
and the patient. This record has 
been spoken of as (‘Nurse-Patient 
Participant-Observation Record”, 
“Nurse-Patient Relationship Record”, 
and “Nursing Process Record”. In 
our own hospital it is called a record 
of “Participant-Observation Study”, 
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and is used by both aides and profes- 
sional nurses. It has helped the aide 
immeasurably in recognizing guide- 
lines which will assist him in better 
meeting his patients’ needs. A com- 
prehensive study of the written rec- 
ord, in collaboration with his instruc- 
tor, often prevents the aide from 
developing a technique which will 
eventually have to be “unlearned.” 
The aide is asked not to make notes 
in the presence of the patient, but to 
go immediately from the situation 
in which he has been involved and 
write down the conversation in de- 
tail. Writing about such an experience 
in detail must also portray some of 
the feelings experienced by the aide 
during his meeting with the patient. 
It is not easy for the aide to put into 
words the feelings he finds hard to 
analyze, but, after his first efforts at 
such a recording, he is already able to 
view the interaction between himself 
and the patient with more clarity, 
Some aides find that they remember 
more things as they begin to write 
out the record. One aide admitted 
to the instructor, “When you made 
the assignment I already had picked 
out the patient, in my own mind, 
about whom I would write. I thought 
I could just make it up and it would 
sound lots better, but it didn’t work 
out that easily. I found it was much 
easier, when I really tried, to remem- 
ber exactly what was said”. Another 
aide, after receiving such an assign- 
ment, said, “I know an easy way to 
do that report. Just pick out a pa- 
tient that doesn’t talk”: This aide, 
when he observed the mute patient 
for a long time and found no visible 
response to himself in gesture or man- 
nerism, found it exceedingly difficult 
to write out a description of the pa- 
tient’s appearance, and even more 
difficult to express his own feelings 
about the patient. 

The record, as we use it, is divided 
into four columns, one for activities 
and comments of the patient, one for 
activities and comments of the aide, 
one for impressions which are made 
on the aide as a result of the interac- 
tion, and one column for the instruc- 
tor’s comments. At no time since this 
form has been used has the instructor 
written comments without first discus- 
sing the process with the aide. 

The difference between the type of 


material recorded on the Participant- 
Observation Study record by the aide 
and what is recorded on the patient’s 
behavior record by the professional 
ward nurse must be made clear to the 
aide. The nurse strives to be as ob- 
jective as possible, taking great care to 
prevent her own feelings from slip- 
ping into the picture. In the Partici- 
pant-Observation Study, the aide’s 
own feelings are not always clearly 
recognized by himself, but can be 
when he clarifies them by discussing 
what happened between him and the 
patient with the instructor. Report- 
ing verbatim on his contributions in 
a participant relationship . . . one in 
which he engages in ordinary nursing 
care and at the same time observes 
the relationship between the patient 
and himself . . . assists the aide in 
recognizing his own emotional needs 
as well as those of the patient. 


Stanton and Schwartz reported in 


their book that they found the amount ) 


of time spent by an aide in continuous; 


contact with a patient was dependent \ 
on his degree of comfort with the pa- 


tient, his own interests and desires, 
and his relationship with the patient. 
What happened between aide and 
patient was not known in detail, they 
observed, for two reasons: communi- 
cation between them was so vague, 
discursive, and difficult to follow that 
neither could report it, and in addi- 
tion, aides consciously or unconscious- 
ly withheld the content of these con- 
versations, particularly if they feared 
they had overstepped what was ex- 
pected of them. Also, the aide was not 
often asked the specific content of the 
conversation, or if he was asked, was 
expected to report it in the briefest 
way. The nurse who, in her haste to 
record on the patient’s behavior notes 
all of the pertinent data surrounding 
an altercation in which he has become 
involved, becomes exasperated when 
the aide insists upon writing it out 
exactly as he has observed it, is not 
the one who can help the aide to 
grow. 


Aides’ Reactions Assessed 


It is not to be inferred that we 
believe the Participant - Observation 
Study is the answer to all problems 
involved in the aide-patient relation- 
ship. In many instances, however, it 
has served as a tool through which 
the aide can be shown instances in 


which he has reassured the patient 
(unknowingly) or rejected him (un- 
knowingly). The example is given 
here of how one aide, without think- 
ing seriously, rejected an agitated, 
aged, patient: . 

Aide: (is busy maneuvering a floor 
polisher) “Good Morning, Mr. M. 
How are you this morning?” 

Patient: “Morning, morning. I’m 
fine, I’m fine. May I go down to the 
other end of the hall . . . down where 
the other fellows are?” 

Aide: “I guess it’s all right, but you 
be sure and don’t get in the way.” 

The conference with the instructor 
showed that the aide had never given 
serious thought to the “whys” of Mr. 
M.’s occasional aggressive and comba- 
tive tendencies, nor had it ever been 
brought to his attention by the nurse 
on the ward. The instructor asked 
the aide, “What effect do you think 
your admonishment to stay out of the 
way may have had on the patient?” 
The aide replied, “I guess if I had 
really wanted to make him feel I was 
here to help him I should have chosen 
my words a little more carefully. 
Maybe he’s always kinda had the feel- 
ing he was in the way and that no 
one really loved him.” 


Ability to Listen Vital 


When the aide begins to record his 
conversations with patients he real- 
izes quickly that he needs to develop 
the ability to listen. Before he can 
hope to be helpful to a disturbed in- 
dividual, he must hear him out. In 
order to “keep the ball rolling” the 
aide frequently fails to recognize ac- 
tual blocking in the speech of the pa- 
tient, and changes the subject so 
abruptly that re-establishment of con- 
tinuity of thought in the patient be- 
comes impossible. The following rec- 
ord is an example of an instance in 
which an aide was striving to remain 
non-judgmental and yet, in his eager- 
ness to hit on a neutral topic of con- 
versation actually showed feelings of 
uneasiness in himself: 

Aide: (Just coming on duty and en- 
tering the day-room where I am reg- 
ularly assigned) “Hello there. Well I 
see you worked the puzzle we started.” 

Patient: “Rain on you and go to 
hell, you lunatic.” 

Aide’s Impression: He did not seem 
to like it when I started to talk to 
him. His voice was fairly loud but he 





didn’t really act like he might strike 
me. 


Aide: “Would you like to play 
checkers?” 

Patient: “Hell no, not with you”. 

Aide: “You had a visitor today...” 

Aid:’s Impression: He half-way 
smiled at me and I decided maybe he 
was glad I was there. . 

Patient: “What have you to do with 
it?” (Patient is taking a cigarette out 
of his pocket as he says this) . 

Aide: “Would you like to have a 
light?” 

Patient: “I don’t want a light from 
you. Mind your own business.” 

Aide’s impression: His face clouded 
up and he walked away from me. . I 
don’t think he wanted to be reminded 
of his family. I didn’t know what to 
do next. 


Evaluating Patients Questions 


Instances in which verbatim re- 
cording of conversation between aide 
and patient have seemed to be profit- 
able learning experiences for the aide 
have invariably been those in which 
the patient posed unanswerable ques- 
tions such as, “Will I get well?”, “Do 
you think I’m crazy?”, “When will I 
go home?”, or “Why doesn’t my wife 
come to see me?”. These have been 
good learning experiences because 
the aide, like the nurse, feels he 
should at least attempt to answer these 
questions. It becomes necessary then, 
to discuss with the aide the reasons 
why some patients ask questions. It 
is not difficult for the aide to accept 
the postulation that many patients 
ask questions in order to gain momen- 
tary attention from personnel which 
they do not seem to be able to gain 
in any other way. Others use ques- 
tions as a limits-testing device, and 
still others simply because, in their 
state of confusion, they cannot be 
sure what it is that they most want to 
know. It is just as difficult for the 
nurse as it is for the aide to say, “I 
don’t know,” yet both of these groups 
have on occasion seen unalterable 
damage done by their blundering at- 
tempts to answer unanswerable ques- 
tions. 


It is difficult to provide for any em- 
ployee an opportunity to function in 
the single role of observer, once he is 
in the ward setting. Although in our 
own hospital the aide attends class for 


two hours a day during the first twelve 
weeks of his employment, the remain- 
ing six hours per day are spent on the 
ward and his role becomes partici- 
pant from his second day of employ- 
ment; he watches, speaks to patients, 
and assists the more advanced aide 
with his assigned group duties. It is 
impossible for an aide to watch, speak, 
or be present in any ward situation 
without affecting the ward’s social pat- 
tern. He learns early that his very 
presence in some way affects the feel- 
ing-tone of the ward. When he is en- 
couraged to examine his own behav- 
ior he becomes interested in the way 
it influences and regulates feeling- 
tones in his patients and in his co- 
workers. 

The Participant-Observation Study, 
as a tool, assists him in a very tangible 
way in this examination of his be- 
havior and interaction with patients. 
Effective handling of interpersonal 
relationships is usually the result of 
having stored up useful experience. 
To have a tangible and graphic way 
of recalling these experiences pro- 
vides the student aide with a feeling 
for the importance of even the small- 
est interpersonal experience. No aide 
is asked to record interpersonal data 
with a patient over a long period of 
time. Verbatim records of frequent 
and very brief encounters can assist 
him toward crystallizing valuable 
ideas and producing wholesome judg- 
ments. 

When the aide learns that it does 
not take three syllable words, nor the 
well-worn psychiatric clichés to de- 
scribe a patient’s behavior, his appear- 
ance, his stream of talk, his mood or 
his expressed ideas, he begins to feel 
more comfortable not only with the 
patient, but with the professional per- 
sonnel with whom he is working. The 
accuracy with which he observes and 
reports, we have learned, bears very 
close correlation to his ability to par- 
ticipate in the patients’ activities, and 
his ability to focus his attention on a 
particular phase of his total ward en- 
vironment which is under observa- 
tion at one particular time. Real in- 
terest and the ability to limit the field 
or exclude irrelevant stimuli normally 
follow perception, and the sub-pro- 
fessional, like the professional work- 
er, can give meaning to sensations he 
receives in the interpersonal process 
only in terms of his past experience. 


This leads us into the question of 
the educational level and cultural 
background of the aide with whom 
Participant-Observation Study has 
been found helpful. Aides in this 
hospital, as in many others, have re- 
markably varied backgrounds and as- 
pirations. During the year 1955 when 
this method was used in teaching 490 
aides (this figure includes both the 
trainee groups and the advanced aide 
classes) educational levels among the 
aides ranged from 4th grade to B.A. 
degrees. (The personne] situation is 
dissimilar to that in many mental hos- 
pitals, however, in that the aides are 
actually career aides in Federal serv- 
ice. It is noteworthy that during the 
year 1954 there was a turnover of only 
19 aides in this hospital.) 


An alert instructor, who operates 
on the philosophy that most persons 
want to do good work, finds her work 
with the 4th grader more exacting 
only in helping him to express him- 
self on paper. Although the college 
graduate may be more adept in choos- 
ing descriptive terminology, he does 
not learn to empathize with patients 
any more readily than does the 4th 
grader. 


Aides’ Contributions Recognized 


Encouragement of the therapeutic 
use of self on the part of the aide is 
extended outside the classroom by en- 
couraging the aides to participate in 
the ward conferences, the ward plan- 
ning boards (an_ inter-disciplinary 
conference to plan long-range care), 
and through his participation in pre- 
senting behavior information at the 
weekly Doctors’ Staff Conferences. 
Recognition for a job well done can 
only lead to better patient care, and 
frequently recognition for the aide 
means only his acceptance by the pro- 
fessional groups as a person who does 
have something to contribute. The 
effectiveness of his reporting on the 
behavior of the patient as he has seen 
him in day-by-day ward activities de 
pends entirely on the emphasis which 
has been placed on this observation 
during his introductory and contin- 
uing education at the hospital. It be 
hooves every professional nurse as 
signed to educational duties in a psy- 
chiatric hospital to look constantly 
for better ways to teach observation 
and reporting. 
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An Open Psychiatric Ward in a General Hospital 


By KEITH M. KEANE, M.D. 


Psychiatric Service, Sheboygan Memorial Hospital 
Psychiatric Department, The Sheboygan Clinic, Sheboygan, Wisconsin 


yee Sheboygan Memorial Hospital 
in Sheboygan, Wisconsin, opened 
its 19-bed psychiatric service in No- 
vember 1951. The psychiatric section 
comprised the ground floor of a new, 
three-floor, 50-bed addition to the 
general hospital, and brought the 
total bed capacity of the hospital to 
160 beds. 

In 1949 this hospital was planning 
to build a one-story, 20-bed addition, 
of which it was going to allow four or 
five beds for psychiatric patients. This 
section would have shared the new 
wing with a contagion unit. The su- 
perintendent of the hospital discussed 
the proposed floor plans with the 
medical staff that was eventually to 
use the facility, and, as a result, it was 
agreed that such a division of one 
floor was not practical. 

Upon discussing the community’s 
needs for further hospital beds and 
particularly for psychiatric facilities 
with the State Board of Health repre- 
sentatives it was discovered that the 
community was eligible for Hill- Bur- 
ton funds on the basis of its need for 
psychiatric facilities and for beds for 
chronic medical patients. This was 
welcome news to the hospital board 
and staff, and it paved the way for 
adequate facilities, including the addi- 
tion of an occupational therapy de- 
partment to the hospital. 

With the aid of the Hill-Burton 
funds, the old plans of a one-floor ad- 
dition were dropped and plans for the 
new, three-story wing began to take 
shape. 

Once it was decided that the psy- 
chiatric service would occupy an entire 


floor of the new addition, finding or 
creating a functional floor plan for 
an open psychiatric service was a chal- 
lenge to all those concerned. In all 
fairness, one must realize that few 
architects or psychiatrists have had 
sufficient personal experience in de- 
signing or planning such a facility. 
Most of the literature and references 
that one might feel would be helpful 
are invariably plans that have been 
designed for more or less maximum 
security units and would be consid- 
ered a closed unit. Although the psy- 
chiatrist who was first to use this 
unit had received his clinical experi- 
ence in a closed psychiatric unit in a 
general hospital the experience he had 
derived from practicing psychiatry in 
this community and using hospital 
beds on medical and surgical floors 
had given him quite a different atti- 
tude and philosophy about what is an 
effective atmosphere for the emotion- 
ally disturbed who require hospital 
care. 

In designing the new unit the ob- 
jective was to allow more or less mini- 
mal facilities for patients requiring 
maximum security, in terms of a 
locked door-soundproof room facility, 
and directing the main design toward 
an attractive, home-like environment 
to the extent that it can be attained in 
the still traditional hospital setting. 
Much of the credit for the solution of 
this problem should go to Mr. Vincent 
Otis, who was the Wisconsin State 
Board of Health consulting architect, 
and to Mr. Alston G. Guttersen, whose 
work for the U.S. Public Health Serv- 
ice gave some architectural expression 


that was a resource for our planning. 
We were able to use ideas from. the 
U.S. Public Health publications of 
suggested floor plans and modify them 
to coordinate with the philosophy of 
the author, and, in turn, Mr. Otis 
was able to produce on paper the ideas 
that eventually evolved into our pres- 
ent floor plan. . 


The Philosophy of the Treatment 
Program 

The philosophy of the service is 
certainly nothing new, as one reviews 
the history of the hospital care of emo- 
tionally disturbed persons over the 
past hundreds of years. It evolves out 
of the following rather basic observa- 
tions: 


The early and intensive treatment 
of even the most disturbed patients 
results in a very brief, if any, need for 
the use of a locked room to isolate 
the patient from those less disturbed. 
Aggressiveness and compulsive suicid- 
al drives respond well to immediate 
environmental manipulation and in- 
dividual tteatment. Since this unit 
has been operating, we have taken care 
of 1046 patients in a period of 6 years, 
and only two persons have been trans- 
ferred to other facilities, namely the 
State Hospital, because their aggres- 
siveness was a threat to the safety of 
other patients and the staff. Both pa- 
tients were paranoid schizophrenics. 
One was not even admitted to the hos- 
pital, but was seen as an outpatient 
with the intention of admission, but 
it was immediately apparent that he 
could not accept hospitalization with- 
out stirring up uncontrollable panic 
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and anxiety greater than our facility 
could reasonably be expected to han- 
dle. The other was a midde-aged para- 
noid schizophrenic who was hospital- 
ized for several weeks, had made some 
early improvement but then became 
increasingly more aggressive and par- 
anoid to the point that transfer was 
necessary. 

Depressed patients who are a def- 
inite suicidal risk particularly have a 
great need for a setting that is not 
stripped of every evidence that they 
are capable and trustworthy. This fac- 
tor alone, in my opinion, has been 
largely responsible for some of the 
improvements we have seen in pa- 
tients who have had repeated depres- 
sions, and have had their previous 
care in institutions where crowded 
conditions and insufficient personnel 
have resulted in maximum security 
for practically all patients regardless 
of need. Patients have remarked to us 


about the self-confidence they gained 
by being able to carry their own per- 
sonal effects, such as matches, and to 
keep articles, including razors and 
scissors, that they themselves realize 
could be a potential danger. 

In this regard, the staff has adopted 
the policy of discussing very frankly 
with the families of the patients some 
of the risks involved in permitting 
visits at home while the person is still 
moderately depressed and may still 
have some suicidal tendencies. It is 
emphasized to the families that there 
is some need for caution, but that 
they should avoid by all means mak- 
ing the patient feel that he is under 
constant surveillance. While in the 
hospital, patients who have suicidal 
tendencies may be permitted to use 
scissors or knives in occupational ther- 
apy, but they are watched closely by 
the staff. The observation is _per- 
formed in a social manner by inviting 


Dining room and adjoining day room 


the patient to join a group in a game 
of cards or other activity rather than 
making it seem he is being spied upon. 
If it is deemed necessary to remove 
such articles as razors or scissors the 
staff attempts to ease the situation by 
interpreting to the patient that it 
would be best if the nurse kept the 
razor at her desk for the safety of other 
patients, since there sometimes are 
those in the ward who are too sick to 
use good judgment. The patient can 
then derive some feeling of doing this 
out of concern for the others and not 
entirely because the staff distrust him 
personally. Obviously, some patients 
see through this, but, regardless, they 
are provided with a face-saving inter- 
pretation. It is the psychiatrist’s deci- 
sion whether to use this approach or 
a more frank, direct interpretation, 
depending on an evaluation of per- 
sonality strengths and dependency 
needs. 
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Another important aspect of our 
philosophy is the early discharge of 
the patient with subsequent outpa- 
tient follow-up. This results in a rapid 
return to the person’s previous home 
life, except, of course, for those pa- 
tients whose home environment was 
largely responsible for their illness 
since it was quite pathological itself. 
Specifically, this means that many 
manic depressive patients in the de- 
pressed phase may be discharged with- 
in two or three weeks, after receiving 
possibly six or eight electroshock treat- 
ments, showing some definite improve- 
ment, but who still require additional 
electroshock treatments along with fol- 
low-up psychotherapy. This rule, obvi- 
ously, has to be adjusted to the prac- 
tical situations. Some families are able 
to provide a companion for the patient 
and this can mean a very early return 
to the home. In other situations, when 
the patient leaves the hospital he 
must, of necessity, be able to immedi- 
ately take over full responsibility for 
the home or a job or to care for the 
children. Such a patient, naturally, 
would be hospitalized a longer period, 
but would be encouraged, on the other 
hand, to have week-end visits at home 
and to participate in outings with the 
family. 

Other physicians of the hospital 
staff are encouraged to continue their 
contacts with the patients they re- 
ferred to the psychiatric staff. Should 
there be physical complications there 
is consultation with the referring doc- 
tor. Practically all patients have as 
part of their evaluation a very tho- 
rough physical examination. At times 
a patient may make this more difficult 
because he feels that calling in an 
internist or even the family doctor is 
unnecessary, since he has recently had 
an adequate examination. The obliga- 
tion then may fall entirely to the 
psychiatrist to evaluate the physical 
status and consequently the role that 
it may be playing in the emotional 
disturbance. 

The general hospital has felt free 
and is encouraged to use the empty 
beds on the psychiatric service for 
medical and surgical cases when this 
has been necessary because of crowded 
conditions. This factor has helped to 
dispel the idea, often held by gen- 
eral hospital physicians, nurses, and 
patients, that a psychiatric service is 
of necessity a very disturbing part of 


Typical single bedroom 


the hospital. This does not mean that 
there have not been some hectic peri- 
ods on the psychiatric floor, but these 
have been no worse than may occur 
on the obstetrical floor or on a surgi- 
cal ward when they receive an emer- 
gency patient with all the confusion 
that goes with setting up transfusions, 
intravenous injections, etc., or on a 
medical floor suddenly faced with a 
patient who has had a coronary. 


Atmosphere and Activities 


Persons invariably respond to the 
atmosphere, emotional and physical, 
of their surroundings. For example, it 
has been observed by many that pa- 
tients in a locked room may smear 
feces, be incontinent, or refuse to keep 
their clothing on; but these same pa- 
tients, when met by a friendly staff 
which offers social contacts and oc- 
cupational therapy outlets, can rise to 
the situation and soon show a very 
rapid return to the so-called social 


graces that are on a par with their cul- 
tural living prior to their illness. 

Atmosphere changes on our service 
include an attempt to do away with 
many of the minor but irritating an- 
noyances that many of us unhappily 
associate with a hospital stay. This in- 
cludes permitting patients to sleep in 
the morning without being awakened 
at 5:30 a.m. for temperature taking 
and other unnecessary but traditional 
nursing procedures. Our patients are 
encouraged to retire in the evening at 
approximately the time they did at 
home, which means seldom going to 
bed before 10:00 or 10:30. Their meals 
are served in the dining room, which 
also serves as a facility for recreation at 
other times. 

The living room, the dining room, 
the occupational therapy room and 
hospital grounds serve as the center 
of their daily activities, most patients 
using their rooms only for sleeping 
at night and an occasional nap during 
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the day. Nurses, nurses’ aides and the 
occupational therapy staff all actively 
participate with the patients in their 
parties, floor activities and out-oi-door 
recreation. As the patients’ rehabilita- 
tion progresses, they are encouraged 
to go shopping in the downtown dis- 
trict, accompanied either by one of 
the staff or another patient or alone. 
They also attend church and, with 
the help of our auxiliary aide group, 
are invited to many of the community 
activities. 

The volunteer aide program has 
recently been initiated at the hospi- 
tal. The volunteer aides in general 
have been selected from the hospital 
guild, but not necessarily limited to 
this group. They comprise a reliable 
nucleus of oriented, responsible per- 
sons who can be called on to help 
bridge the contact of the emotionally 
disturbed person with so-called nor- 
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mal community living. They take pa- 
tients as their guests to community 
activities, accompany them to church 
if necessary, and spend time on the 
ward participating in the various ward 
activities. 

The importance of the occupational 
therapy program to the total treat- 
ment program cannot be overempha- 
sized. The efficiency of the program 
has been made especially apparent 
since, due to personnel shortages, 
there have been periods when we have 
not had the benefit of a trained oc- 
cupational therapist. In the absence 
of this therapist, the program can very 
easily become a mere hobby shop type 
of activity, losing its value as an aid 
in both diagnosis and attitudinal ther- 
apy. We have always had a very free 
exchange of role on the part of the 
occupational therapy staff who assist 
with recreational activities as well 


Diagram of the Psychiatric 


as the more typical occupational ther- 
apy activities. 


Staff Organization 


When the psychiatric service opened, 
the author was the only psychiatrist in 
the community and the only such 
specialist in a radius of 60 miles. The 
nursing staff was made up entirely of 
nurses who had at the most three 
months of affiliate training, but were 
selected for this staff because of theif 
interest and personality traits. Good 
specialty training for a nurse in psy- 
chiatry is important, but, in the at 
thor’s opinion; must be definitely sec 
ondary to the need for basic personal- 
ity stability and a sincere affection for 
people. Training the unspecialized 
nurse, as in our experience, has the 
advantage of permitting us to trail 
her to our own philosophy and ted 
niques, instead of having to undo, 4 
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in some cases, erroneous impressions or 
conflicting attitudes that might have 
been absorbed from other experiences. 

When the unit was first opened we 
immediately began to have weekly 
staff sessions, which for the first sev- 
eral months included the nurses and 
the superintendent of the hospital. 
Including the superintendent in these 
staff meetings made it possible to solve 
immediately many of the administra- 
tive problems that came up, and thus 
improve the coordination and absorp- 
tion of this new service into the hos- 
pital as a whole. 

The psychiatric floor in general has 
been staffed by two nurses on the 7:00 
a.m. to 3:00 p.m. shift, one being the 
floor supervisor. Two nurses’ aides 
also work this shift. On the 3:00 to 
11:00 p.m. shift there have been, as a 
tule, one R.N. and one nurses’ aide. 
On the 11:00 p.m. to 7:00 a.m. shift 
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we have at times been able to have an 
R.N., but most of the time have had 
to function with two nurses’ aides and 
close help from the night nurse super- 
visor. The nurses, in turn, have been 
most cooperative in passing on their 
knowledge and training to the nurses’ 
aides, and have set up a regular teach- 
ing program for new aides. 

In January of 1954 the staff was in- 
creased by the addition of another 
psychiatrist, and soon after that the 
hospital auxiliary became interested 
in volunteer aide work. We estab- 
lished a formal, 10-hour training 
period for the volunteer aides before 
we permitted them to work on the 
floor. In August of 1956, the staff was 
further augmented by the addition of 
a psychiatric social worker. The addi- 
tion of the second psychiatrist meant 
the psychiatric unit could carry a 
fuller patient load, so that now there 














are few admissions to this unit for 
medical, surgical or other services. It 
also means that there is no break in 
the psychiatric service, as previously 
occurred when the one psychiatrist was 
away on a vacation or attending pro- 
fessional meetings. Having only one 
psychiatrist posed quite a problem, 
since it meant shifting of nurses and 
other personnel to other services dur- 
ing the period that he was away and 
no psychiatric patients were being 
cared for. 

As yet, the medical students who 
are at the hospital on a preceptorship 
basis participate in the service’s activi- 
ties entirely on a voluntary basis. 
They have been invited to the staff 
meetings and, in general, have at- 
tended regularly. Patient contact has 
been largely limited, though, to the 
patients they have examined on a 
medical or surgical service who have 
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been subsequently transferred to our 
service. 
Summary and Conclusions 

Planning the small, open psychia- 
tric service for a general hospital is 
hampered by the scarcity of psychia- 
trists and architects who have ade- 
quate experience with this problem. 
Philosophy of Treatment Program: 

(1) Early and intensive individual 

treatment greatly shortens the 
confinement period of even the 
acutely disturbed, progressive 
or suicidal patient. 
In general, even the most dis- 
organized psychotic person will 
respond to an attitude of re- 
spect and expected compliance 
to a reasonable request. 
Maximum security measures 
with a suicidal patient may 
deter his recovery. He needs 
opportunities to prove he can 
be trusted, and this involves 
taking calculated risks which 
the family physician and hos- 
pital must be willing to accept. 
When the family is cooperative 
and understanding, early dis- 
charge and subsequent outpa- 
tient treatment is a desirable 
goal. 
Non-psychiatric physicians on 
the staff are encouraged to col- 
laborate with the psychiatrist 
and follow their patients dur- 
ing the period of psychiatric 
treatment. 

Administration and Organization of 

Staff: 

An interested and willing general 
duty nurse can adapt herself to be- 
come an excellent psychiatric nurse 
when there is a continuous program 
of education through staff meetings 
and a minimal amount of more form- 
alized training periods. Good continu- 
ity of a psychiatric service from the 
standpoint of the patient, community 
needs and hospital management re- 
quires the cooperation of two or more 
psychiatrists on any one staff. 


Atmosphere and Activities: 

A friendly, permissive atmosphere, 
together with well-rounded activities 
can help to break down harmful feel- 
ings of being different and inadequate. 
Invalidism can be checked and earlier 
and more secure emotional readjust- 
ment promoted. 
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Letter to the Editor 


Dear Sir: 

Chaplain Bruder’s report on Clini- 
cal Pastoral Training in the Novem- 
ber issue of MENTAL HOSPITALS 
rightly calls attention to the impor- 
tance of increasing the skill of the 
clergy in dealing with mentally ill per- 
sons and their families. It emphasizes 
also the undoubted value of experi- 
ence under guidance (first-hand con- 
tact) with persons in difficulty for the 
clergy, whether in their future parish 
ministry or in the specialized situation 
of the mental hospital. 

Where one can legitimately ques- 
tion his presentation in this article is 
where he insists that all mental hospi- 
tal chaplains should operate such 
clinical training courses; particularly 
where he “strongly recommends” that, 
unless a clergyman is fully qualified 
to be such a clinical training super- 
visor, the hospital itself should limit 
its religious ministry to patients by 
relying “on local ministerial help for 
part-time service and that no full-time 
appointments be.made until a quali- 
fied chaplain supervisor is available.” 

Enthusiasm for the values of clini- 
cal pastoral training for the clergy is 
certainly legitimate. Recent years have 
noted a marked progress in that direc- 
tion on the part of the theological 
schools which are anxious to give 
their students the best available ex- 
perience. Even to call attention to the 
values to the hospital—public rela- 
tions-wise and in other ways—of hav- 
ing such a training program in opera- 
tion is also legitimate. But to urge 
that any hospital’s program of religi- 
ous ministry to its patients be left 
solely to the services of local clergy on 
a part-time basis UNLESS a chaplain 
is employed who will operate a pas- 
toral training program is to allow en- 


thusiasm for such training to over. 
shadow pastoral service to patients, 

Local clergy on a part-time basis 
cannot provide the optimum religious 
program that the modern mental hos 
pital should provide. They do no 
have the time. Most are not sufficient. 
ly acquainted with mental patient 
and their problems to be of maximum 
effectiveness in their ministry. They 
are not “staff” in the sense of beinga 
part of the organization. They canno 
always be available when they ar 
most sorely needed. Staff chaplains on 
full-time service have proved their 
usefulness over and over. 

Many full-time chaplains doing ac 
ceptable work and providing a valv- 
able religious ministry to mental pa 
tients are not and probably should 
not be operating training programs 
for other clergy. They are centering 
their attention on growing in skill in 
their distinctive role, furnishing an 
effective pastoral ministry to the pe 
tients for whom they are responsible 
Chaplains should be employed to k 
chaplains, not necessarily theological 
supervisors of clinical pastoral train 
ing. 

Should mental hospitals revert t 
the part-time religious ministry, the 
would be taking a step backward 
Should they require every full-time 
chaplain to be a qualified supervis 
and to operate a course of training f0 
theological students or other clergy 
these hospitals would be losing sigh 
of their primary function, which is th 
best possible care of patients. 

In Chaplain Bruder’s understand 
able enthusiasm for his Training Pro 
gram, he has overlooked the primat 
reason for having a chaplain in a ho 
pital, i.e., to provide a religious minis 
try to patients. 


EDWARD A. McDONOUGH, 
Chaplain Director, Chaplain Service Veterans Administrati¢ 


Ed. Note: MENTAL HOSPITALS is glad to publish the opinion of Chaplai 
McDonough as well as that which was expressed in November by Chaplat 
Bruder. A footnote accompanying Chaplain Bruder’s article, incidentall) 
quotes an erroneous reference to the “Mental Hospital Chaplain’s Association 
which appeared in the 1956 edition of the A.P.A. Standards for Hospitals ant 
Clinics. This should, of course, be the “Association of Mental Hospital Ch 
plains” and this correction will be made in the next printing of the of 


Standards. 
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“disturbed wards have virtually disappeared’’’ 
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